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Abstract 
Stroke rehabilitation needs more psychological services to address mood changes and depression 
after aphasia. An evidence-practice gap exists that can be minimised through implementation of 
stepped psychological care -  an evidence-based framework offering multidisciplinary intervention 
after stroke. However, stepped psychological care has not been adapted for the communication 
disability associated with aphasia. Further, there is a lack of research exploring the perspectives of 
key stakeholders in managing depression after post-stroke aphasia. The overarching aim of this 
research was to describe the evidence-practice gap in managing mood changes and depression after 
post-stroke aphasia. 
Chapter one of this thesis comprises: an introduction, including a review of the literature, the aims 
of the thesis, and an overview of the methodology and the thesis structure. The thesis then reports 
on three research studies investigating the management of mood changes and depression after post-
stroke aphasia: 1) a systematic review of rehabilitation interventions to prevent and treat depression 
after post-stroke aphasia; 2) a description, from the perspective of stroke health professionals, of: a) 
current practice; and b) the identification of barriers and facilitators to implementing stepped 
psychological care to clinical practice; and 3) a description, from the perspective of people with 
aphasia, of: a) experiences of mood changes, depression and current practice; and b) preferences 
within a stepped psychological care approach.    
Study 1 systematically reviewed the research evidence for rehabilitation interventions to prevent 
and treat depression after post-stroke aphasia. It followed the Preferred Reporting Items for 
Systematic Reviews and Meta-analyses (PRISMA) guidelines. A total of 45 studies were eligible 
for inclusion. It is not clear which interventions may prevent depression. A range of interventions 
that may enhance mood or treat mild depression after post-stroke aphasia were identified and 
described within the stepped psychological care framework. 
Study 2 described, from the perspectives of stroke health professionals: a) current practice for the 
management of depression after post-stroke aphasia; and b) the barriers and facilitators to 
implementing stepped psychological care for depression after post-stroke aphasia. Thirty-nine 
stroke health professionals participated in qualitative focus groups. Five focus groups within acute, 
rehabilitation and community settings were divided into two parts: 1) a discussion about current 
practice; and 2) information provision about the stepped psychological care framework, followed by 
a discussion of the barriers and facilitators to implementing this framework to clinical practice. Four 
core components of current practice were derived from an interpretive description analysis: 1) 
 iv 
concomitant aphasia and depression after stroke is a challenging area of rehabilitation; 2) mood 
difficulties and depression are not always a high stroke rehabilitation priority; 3) approaches to 
assessment and treatment are ad hoc; and 4) stroke health professionals are trying to bridge the gap 
between clients’ psychological care and limited services. Barriers included: no experience with 
stepped psychological care; limited understanding of aphasia and communication support; lack of 
adequate physical space and resources; and a lack of psychologists. Facilitators included: specialist 
training in psychological care, aphasia and communication support; specialist staff (e.g., psychologists); 
enhancement of physical spaces; communication tools; leadership; and funding.  
Study 3 described, from the perspective of people with aphasia: a) the experiences of mood 
changes, depression and current practice after post-stroke aphasia; and b) preferences within a 
stepped psychological care approach. Ten people with aphasia participated in qualitative interviews. 
Participants varied in severity of language impairment, depressive symptoms and transition phase of 
care. Each participant had two interviews: the first explored their experiences of mood changes, 
depression and current practice after stroke and aphasia; the second included aphasia-friendly 
information about stepped psychological care and participants were asked about their preferences 
within the context of that approach. Video-data were transcribed for speech and non-speech 
communication. Three core themes were derived from an interpretive description analysis: 1) the 
onset of stroke and aphasia is a traumatic event resulting in mood difficulties and depression; 2) 
people with aphasia are trying to work through communication and mood difficulties with limited 
psychological support and services in stroke rehabilitation; and 3) positivity, supported 
communication and access to individually tailored therapy through stepped psychological care are 
essential to people with aphasia.  
The results of studies 1–3 were compared and integrated to describe a significant evidence-practice 
gap in managing mood changes and depression after post-stroke aphasia. Stepped psychological 
care may be a viable solution to minimising this gap, however a range of needs and supports are 
required to implement the framework to aphasia rehabilitation.  
This program of research identified recommendations for clinical practice in stroke rehabilitation 
and policy development. It also developed a future research agenda that may focus on training 
stroke health professionals; investigating psychological therapies for people with aphasia; and 
exploring the perspectives of significant others. The effective implementation of stepped 
psychological care is a key priority to improve stroke and aphasia outcomes. 
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Chapter 1  
Introduction 
This chapter introduces the topic of the thesis and the research studies it includes. Section 1.1 
provides the background literature for this research, and a rationale for investigating the evidence-
practice gap in managing mood changes and depression after post-stroke aphasia. Section 1.2 
provides the thesis aims; Section 1.3 provides an overview of methodologies; and Section 1.4 
provides an overview of the thesis structure. 
1.1 Background literature 
Aphasia is an acquired communication disorder that is commonly caused by stroke. Aphasia affects 
the modalities of language – speech, writing and sign. People with aphasia can experience 
difficulties with auditory comprehension, verbal expression, reading comprehension, written 
expression, gesture and/or numeracy (Hallowell & Chapey, 2008; Worrall, et al., 2016). For each 
person, these domains can be impaired in different combinations and to various degrees: mild to 
severe. Communication is the key to everyday activities, relationships, social roles, vocations and 
self-identity. Hence, aphasia negatively impacts on social functioning, psychological well-being and 
quality of life (Parr, Byng, & Gilpin, 1997; Code & Hermann, 2003; Lam & Wodchis, 2010). 
Significant others, such as family members and friends, also experience negative impacts of post-
stroke aphasia (Grawburg, Howe, Worrall, & Scarinci, 2013a). 
Approximately a third of the stroke population is affected by aphasia. Aphasia can be transient, but 
for the majority (60% at 12 months post-onset), it will result in a chronic communication disability 
(Engelter, et al., 2006). Aphasia is associated with increased mortality, greater need for health 
services, and more disability (Flowers, et al., 2016). Aphasia and a personal or family history of 
mental health illness are risk factors for serious psychological and mental health conditions after 
stroke (Kutlubaev, & Hackett, 2012; Menlove, et al., 2015; Mitchell, et al., 2017). Depression is the 
most common psychological and mental health condition for people with aphasia.  
The average estimate of the prevalence of depression after stroke is approximately one third of the 
stroke population (Hackett, Yapa, Parag, & Anderson, 2005; Hackett & Pickles, 2014). Kauhanen 
and colleagues (2000) found that the majority of people with aphasia fulfil the criteria for 
depression (70% at 3 months; 62% at 12 months). In addition, rates of major depressive disorder 
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increase from 11% to 33% across the first 12 months post-stroke. Depression is a major factor 
associated with increased mortality and morbidity, reduced rehabilitation outcomes and quality of 
life for stroke survivors (Morris, Robinson, Andrzejewski, Samuels, & Price, 1993; Hadidi, Treat-
Jacobson, & Lindquist, 2009; Gunaydin, Karatepe, Kaya, & Ulutas, 2011).  
Depression after stroke is defined in the Diagnostic and Statistical Manual of Mental Disorders - 
DSM V (5th Ed., American Psychiatric Association, 2013), as a “mood disorder due to another 
medical condition” (p.155) which features: 
a prominent and persistent period of depressed mood or markedly diminished interest or 
pleasure in all, or almost all, activities that predominates the clinical picture (Criterion 
A) and that is thought to be related to the direct physiological effects of another medical 
condition (Criterion B). (American Psychiatric Association, 2013, p. 155). 
The underlying cause for depression after stroke is unclear and multi-faceted. The communicative, 
physical, psychosocial and occupational changes that occur as a consequence of stroke can 
contribute to depression (Whyte & Mulsant, 2002). The importance of managing a range of 
contributing factors is clear and well documented (Robinson, Murata, & Shimoda, 1999; Aben & 
Verhey, 2006; Salter, Foley, & Teasell, 2010; Schmid, et al., 2012). The biopsychosocial factors 
associated with communication disability after aphasia are significant (Code, Hemsley, & 
Herrmann, 1999; Code & Hermann, 2003). People with aphasia differ to non-aphasic stroke 
survivors due to the social and psychological stressors they face as a consequence of 
communication disability.  
Compared to non-aphasic stroke survivors, people with aphasia have poorer quality of life and 
increased severity of, and more persistent, distress after stroke (Thomas & Lincoln, 2008; Hilari, 
2011). Thomas and Lincoln (2008) found persistent emotional distress in the first 6 months post-
onset of aphasia. Distress was related to expressive communication and level of disability. Hilari 
(2011) found that a greater proportion of people with aphasia (93%) compared to non-aphasic 
stroke peers (50%) present with psychological distress at 3 months post-stroke. Predictors of 
distress include: severity of stroke, level of social support, and level of expressive communication 
(Thomas & Lincoln, 2008; Hilari, et al., 2010). These predictors are intrinsically related to the 
significant others of people with aphasia due to the closeness of relationship and role in providing 
support (e.g., social, communication, practical, emotional).  Significant others can also experience 
psychological and mental health conditions after post-stroke aphasia. 
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The prevalence of depression in significant others of stroke survivors is between 30–33% across 18 
months post-stroke (Berg, Palomäki, Lönnqvist, Lehtihalmes, & Kaste, 2005). The rate and time 
course of depression in significant others within the aphasia population is variable (Grawburg, 
Howe, Worrall, & Scarinci, 2013b). Grawburg and colleagues (2013a) found that significant others 
report some positive outcomes in emotional and psychological well-being: a new closeness in 
relationship with the person with aphasia; new appreciation of life; and feeling proud of progress 
after stroke and aphasia. In contrast, negative outcomes can include: irritability; frustration with 
communication impairment; and loneliness (Le Dorze & Brassard, 1995; Grawburg, et al., 2013a; 
Winkler, Bedford, Northcott, & Hilari, 2014). The impact can vary depending on the nature of the 
relationship between the significant other and person with aphasia, and the level of support required 
by the person with aphasia (Ross & Morris, 1988).  
People with a history of depression prior to stroke are likely to experience a recurrence of 
depressive symptoms post-stroke (Mitchell, et al., 2017). A summary of the broad context of 
depression and intervention in the neurotypical population can inform approaches to managing 
depression after stroke. The following sections provide a summary of depression and interventions 
in the neurotypical population. 
1.1.1 Depression in the neurotypical population 
Depression is the leading cause of disability worldwide – globally, approximately 322 million 
people live with depression (Murray & Lopez, 1997; WHO, 2017a; WHO, 2017b). Major 
depressive disorder is often referred to in other terms, such as depressive disorder, clinical 
depression, unipolar depression, and depression (Jorm, Allen, Morgan, & Purcell, 2009). It can 
affect a person’s mind, body and behaviour, with disturbance in mood, feelings, thoughts, 
behaviour, cognition, appetite and/or sleep (Tasman, Kay, Lieberman, First, & Riba, 2015). For 
each person, symptoms can occur in different combinations and to various degrees of severity 
(Tasman, et al. 2015). Major depressive disorder is common, with varied prevalence across 
different countries. Prevalence across the life span has been averaged at 14.6% in high-income 
countries and 11.1% in low-income countries, with a female:male ratio of 2:1 (Bromet, et al., 2011). 
Depression is associated with high economic and societal costs as evidenced in data available 
primarily from the USA and the UK (Berto, D’Ilario, Ruffo, Di Virgilio, & Rizzo, 2000).  
According to the DSM-5 (American Psychiatric Association, 2013), mood disturbance is the core 
characteristic of depressive disorders. Depressive disorders are divided into seven classifications, 
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which include major depressive disorder; disruptive mood dysregulation disorder (children aged up 
to 18); persistent depressive disorder (dysthymia); and depressive disorder due to a medical 
condition (DSM-5, American Psychiatric Association, 2013). Major depressive disorder is 
characterised by symptoms which include at least two weeks of symptoms: low or depressed mood; 
anhedonia (i.e., loss of pleasure/interest in usual activities); significant change in appetite; disturbed 
sleeping patterns; psychomotor retardation or agitation; reduced energy levels; feelings of guilt and 
worthlessness; reduced concentration/decision making; and/or ideas or acts of self-harm or suicide 
(DSM-5, American Psychiatric Association, 2013). A thorough assessment is required to determine 
the type of depression, severity and features. This assessment should be informed by other relevant 
factors, for example, life events (e.g., pregnancy, giving birth, serious illness), any family history of 
mental health illness, personality, environment, and drug and alcohol use (Jorm et al., 2009; Slopen, 
Williams, Fitzmaurice, & Gilman, 2011). The diagnostic process enables selection of appropriate 
treatments. 
The Structured Clinical Interview (SCID) for DSM-5 (American Psychiatric Association, 2013) is 
the principal means of assessment for diagnosing depression. A medical practitioner, psychiatrist or 
psychologist is qualified to make a diagnosis. Tasman and colleagues (2015) detail the importance 
of assessment using a range of techniques, including clinical interview, observation, interaction and 
active listening to the patient. Interviews are usually flexible in terms of low versus high structure, 
and open versus direct questioning, depending upon the individual factors, context and goals of the 
interview (Tasman, et al., 2015). Clinical interviews are in-depth and lengthy processes that 
diagnose and evaluate an individual’s capacity for treatments and services. Clinical interviews 
require technical skill and knowledge of the symptoms that characterise a disorder. The 
practitioner-patient alliance and the patient’s cultural background are important aspects to managing 
depression (Tasman, et al., 2015). Health professionals from nursing and allied health disciplines 
(e.g., speech pathology, occupational therapy, physiotherapy, social work) are well-positioned to 
contribute to screening mood and referring those with possible depression to a medical practitioner 
for formal diagnosis and a treatment plan (Townend, et al., 2007; Sowden, Mastromauro, Januzzi, 
Fricchione, & Huffman, 2010; Kneebone, Baker, & O’Malley, 2010). Health professionals require 
adequate training and reliability checks with experts in mental health (e.g., psychiatrists, 
psychologists) (Tasman, et al., 2015). The need for a practical alternative to clinical interviews has 
been recognised through the proliferation of mood screening tools. Screening tools estimate the 
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likelihood of a depression diagnosis, and they also identify and describe the person’s depressive 
symptoms. 
Research has focused on producing assessment tools that are brief, acceptable to patients, 
psychometrically sound and able to be self-administered. Most tools are used to complement 
clinical interviews and are based on components of the International Classification Diagnosis of 
depressive disorders (DSM-5, American Psychiatric Association, 2013). A screening tool for 
depression includes questions that relate to criteria of symptoms from the DSM-5 (American 
Psychiatric Association, 2013). Questions may include: For more than two weeks have you: felt 
sad, down or miserable most of the time? Lost interest or pleasure in most of your usual activities? 
(Jorm, et al., 2009). Common screening tools with acceptable validity in detecting depression are 
the Brief Assessment Schedule for Depression Cards (BASDEC) (Adshead, Cody, & Pitt, 1992), 
the Beck Depression Inventory-II (BDI-II) (Beck, Steer, & Brown, 1996), the Hospital Anxiety and 
Depression Scale (HADS) (Zigmond & Snaith, 1983) and the Patient Health Questionnaire-9 
(PHQ-9) (Kroenke, Spitzer, & Williams, 2001).  
People ‘at risk’ or with diagnosed depression can be provided with preventive or treatment 
interventions from a range of health professionals and services, including medical practitioner, 
clinical psychologist, community and hospital bed-based mental health services. Treatment is 
selected based upon the person’s depression type, causes, symptoms and needs. The following 
sections provide a summary of commonly used treatments – pharmacological and/or psychological 
therapies. Electroconvulsive therapy for severe depression is not summarised but available in a 
review (Stek, Wurff van der, Hoogendijk, & Beekman, 2003).  
1.1.2 Pharmacological treatments to manage depression in the neurotypical 
population  
In the neurotypical population, the medical practitioner may trial anti-depressant medication to 
monitor symptoms, progress of recovery and any side effects. The National Institute for Health and 
Care Excellence (NICE) provide guidelines on medication treatment based on current evidence 
(NICE, 2016a). For example, a meta-analysis of 35 published studies found a moderate effect of 
anti-depressants in treating depression, with slightly greater benefit for adults with moderate to 
severe depression (Kirsch, et al., 2008). A more recent meta-analysis of 92 randomised controlled 
trials confirmed efficacy of anti-depressants for older depressed adults when compared with 
placebo (Kok, Nolen, & Heeren, 2012). Choice of prescription medication is dependent on factors 
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such as avoidance of specific side effects, the presence of comorbid psychiatric disorders, and prior 
treatment history (Zimmerman, et al., 2004). Pharmacological treatments comprise different types, 
including selective serotonin re-uptake inhibitors (SSRIs) and serotonin-noradrenaline re-uptake 
inhibitors (SNRIs) (NICE, 2016a). A recent clinical trial by Koesters and colleagues (2017) 
compared a new anti-depressant (Vortioexetine) to placebo and other types of anti-depressants. 
They found that Vortioexetine improved mood significantly more than placebo, but was no more 
effective than other common anti-depressants. Careful consideration and monitoring of potential 
side effects is paramount to the effectiveness of the medication and the person’s health and well-
being. The effectiveness of anti-depressants for treatment of depressive disorders has been 
overestimated because of selective publication of positive trials (Kirsch, et al., 2008; Cuijpers, et 
al., 2014). However, guidelines still recommend consideration of the risk-benefit ratio (i.e., 
weighing up the risk of side effects compared to symptom reduction) as it may not be favourable for 
those with mild depression (NICE, 2016a). Combined pharmacological and psychological therapies 
are more effective than pharmacotherapy or psychotherapy alone to treat depression (Cuijpers, 
2017). Hence, the use of combined therapies (medication and psychological therapy) is 
recommended as first line of treatment for moderate depression based on current evidence (NICE, 
2016a).    
1.1.3 Psychological therapies to prevent and treat depression in the neurotypical 
population 
Over past decades, new research and theories have resulted in various ‘waves’ or schools of 
psychological therapy approaches for depression and other psychological and mental health 
conditions (Garfield, 2006; Wells & Fisher, 2016). A brief summary of these is provided here. The 
first two waves included psychodynamic, cognitive and behavioural therapeutic approaches. 
Psychodynamic approaches focus on exploration of unconscious conflicts, expression of feelings 
and interpersonal and therapeutic relationships (Shedler, 2010). Behavioural approaches theorise 
that learned maladaptive behaviours can contribute to the cause of depression, and operant 
conditioning of behaviour reduces depression (Ekers, & Gilbody, 2008). Cognitive behavioural 
therapy (CBT) emerged in the 1960s and posited that dysfunctional thinking results in affective and 
behavioural disturbances related to depression (Beck, 2005). CBT has some evidence to support 
clinical efficacy in adults (Frazer, Christensen, & Griffiths, 2005; Butler, Chapman, Forman, & 
Beck, 2006; Wilson, Mottram, & Vassilas, 2008). CBT is provided by trained health professionals, 
most commonly psychologists. CBT helps an individual to understand the patterns of thinking and 
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behaviour that may contribute to their symptoms of depression. Through therapy, they work to 
change their thought and behaviour patterns and to use problem-solving (Cuijpers, van Straten, & 
Warmerdam, 2007). Behavioural therapy (BT) is a component of CBT, but may be delivered as a 
type of psychological therapy. It focuses on increasing a person’s level of activity and pleasure in 
their life (Shinohara, et al., 2013). A review by Shinohara and colleagues (2013) reported that BT is 
equally effective to other psychological therapies, however studies were of low to moderate 
methodological quality.  
A ‘third wave’ of cognitive behavioural therapies is currently emerging (Jorm, et al., 2009; Chen, et 
al., 2014). This wave focuses on processes such as constructs of acceptance, psychological 
flexibility, and clarification of personal values to develop skills in order to adjust to life 
circumstances (David, Cristea, & Beck, 2018). These therapies can include acceptance and 
commitment therapy, mindfulness-based cognitive therapy and behavioural activation. Chen and 
colleagues (2014) conducted analysis of the quality of psychological trials over the past five 
decades. The quality and quantity of psychotherapy trial studies has improved over time, with 
behavioural therapy having the lowest methodological quality. CBT trials were most researched 
(n=139), while studies of the least researched third-wave therapies (n=9) were among some of the 
highest in methodological quality. In contrast, Hunot and colleagues (2013) reported on few (n=3) 
and very low-quality designs for third-wave therapies. They reported that these third-wave therapies 
improve depression outcomes compared to usual care with a small effect size (Hunot, et al., 2013). 
These therapies were also found to be equally effective in treating acute depression when compared 
to traditional CBT that focused on changing thought and behaviour patterns. Mindfulness-based 
cognitive therapy may be helpful in preventing depressive episodes for people who have 
experienced a number of recurrences (Lau & Segal, 2007; Piet & Houggard, 2011). Churchill and 
colleagues (2013) suggested that more high-quality evidence is required to evaluate the 
effectiveness of third-wave psychological interventions for depression in adults.  
Health professionals within hospital and community-based health settings are well-positioned to 
translate both psychological and pharmacological therapies for depression through sustainable 
frameworks of evidence-based practice. Clinical guidelines for depression can assist health 
professionals to implement evidence into routine clinical practice (NICE, 2016a; Parry, Cape, & 
Pilling, 2003). Depression management guidelines have proliferated across the world, for example, 
in the USA (Trangle, et al. 2016); the UK (NICE, 2016a); and Australia (Colquhoun, et al., 2013). 
Various service delivery frameworks are used to support the implementation of clinical guidelines 
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to practice. Studies have investigated different types of service delivery frameworks for depression, 
including: collaborative care, characterised by a multi-professional approach, structured 
management plan and follow-up interventions for the long term (Oades, et al., 2005; Gilbody, 
Bower, Fletcher, Richards, & Sutton, 2006); and integrated care, characterised by integrating 
mental health specialists into primary care (Bruce & Sirey, 2018). An alternative evidence-based 
framework is stepped care (van Straten, Hill, Richards, & Cuijpers, 2015; NICE, 2016a; NICE, 
2016b; Kneebone, 2016). It has been developed to overcome resource shortages (e.g., lack of 
mental health specialists) and to improve access to mental healthcare for those experiencing mental 
health conditions.  
1.1.4 Stepped psychological care as a service delivery model  
Stepped care is a framework used to triage individuals’ ‘up or down’ levels of treatment intensity 
and type, depending on their symptoms and treatment progress (Mendelson, et al., 2012). It has 
been used in a variety of patient populations with mental health disorders (e.g., eating disorders, 
drug and alcohol use disorders, pain) (van Straten, et al., 2015). Stepped care has gained 
momentum, mostly in Europe, the UK and the USA, to address the service gap between the high 
need for mental health services and the lack of resources to meet that need (e.g., shortage of trained 
mental health specialists) (van Straten, et al., 2015).  
The definition and features of stepped care can vary across guidelines and research studies. There is 
variation in: a) the number of treatment levels or steps; b) duration of treatment; c) health 
professionals involved; and d) criteria for stepping up or down treatment levels. The description of 
stepped care for the neurotypical population in this section of the thesis will refer to the framework 
recommended in the National Institute for Health and Clinical Excellence (NICE) guidelines for 
depression (NICE, 2016a). It was developed from a critical evaluation of the current evidence and 
consultation and consensus from consumers and healthcare experts. As with all guidelines, careful 
consideration of the individual, not just the disorder or disease, should be taken into account when 
applying the guidelines of stepped care in the clinical setting (Hughes, McMurdo, & Guthrie, 2013).  
The stepped care framework usually consists of four levels of care (Figure 1-1). All individuals 
enter level 1 for assessment and initial management (e.g., supportive counselling, psychological 
information provision, active mood monitoring). Those with persistent ‘sub-threshold’ mood 
symptoms and mild to moderate depression are managed at level 2 with appropriate treatments 
(e.g., pharmacological and/or psychological therapies). Those with inadequate treatment responses 
  
33 
at levels 1 and 2 and/or those with moderate and severe depression at entry are managed at level 3. 
Those with complex problems, severe depression and/or behavioural disturbance are managed at 
level 4. 
 
Figure 1-1 Stepped care for depression adapted from NICE guidelines (2016a) 
According to the NICE guidelines, intensity refers to the type and frequency of psychological 
intervention. At levels 1 and 2, trained ‘low intensity’ health professionals screen mood, actively 
monitor mood, facilitate self-help and provide psychological information. These health 
professionals are trained in mood screening and supporting psychological well-being. They may be 
from disciplines such as nursing and allied health. Low intensity psychological therapy can include 
a single-strand behavioural therapy (via phone or face to face) of 6 to 8 sessions over 9 to 12 weeks. 
Other low intensity therapy programs may include: self-guided behavioural activity; physical 
activity; or computerised cognitive training (NICE, 2016a). ‘High intensity’ therapy at level 3 can 
be provided by clinical psychologists, counsellors, nurses, CBT therapists, psychotherapists, 
occupational therapists and experienced graduate mental health workers (Kneebone, 2016). High 
intensity therapy can include a more complex combination of therapies (including medications). 
Typically, high intensity cognitive behavioural therapy involves more sessions (16 to 20) over a 
longer period (3 to 4 months). Level 4 is provided by psychologists, mental health nurses and 
psychiatrists (NICE, 2016a; Kneebone, 2016). It includes highly specialised treatment of 
medication and/or high intensity psychological therapies, multi-professional and inpatient care, 
crisis services and combined treatments.  
Assessment, & initial 
management 
Treatment for mild to 
moderate depression 
Treatment for moderate 
to severe depression 
Treatment for severe and 
complex depression 
Level 1 
Level 2 
Level 3 
Level 4 
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Stepped care has reportedly showed greater benefit in efficiency of care and access to services with 
cost-benefits compared to usual care or other frameworks such as collaborative care (Meeuwisesn, 
Van der Feltz-Cornelis, Van Marwijk, Rijnders, & Donker, 2008; van’t Veer-Tazelaar, et al., 2010; 
Archer, et al., 2012). A systematic review and meta-analysis found stepped psychological care to be 
moderately effective in reducing depression compared to ‘usual care’ for neurotypical adults (van 
Straten, et al., 2015). Stepped care frameworks can be variable in type of treatment offered and the 
medium in which it is provided (e.g., individual, group, face-to-face with or without phone or 
computer). However, the common feature is that treatment intensity should match the person’s 
needs and vary in a ‘step up’ or ‘step down’ manner depending on the severity of their depression 
and response to treatment (van Straten, et al., 2015).  
Tailoring stepped psychological care for depression and co-occurring medical conditions is 
essential (e.g., stroke and depression). A multidisciplinary approach is required to manage co-
morbidities and disabilities associated with stroke and psychological and mental health conditions 
(NICE, 2016b). A range of psychological and mental health conditions can occur after stroke. 
Prevalence rates have been reported for fear of falling (60%), generalised anxiety disorder (10–
30%), post-traumatic stress reaction (27%), apathy (22–28%) and anger (17–35%) (Lincoln & 
Kneebone, 2012). Kneebone (2016) provides a narrative description of evidence-based treatments 
for these psychological conditions within a stepped framework. These treatments are offered across 
four levels or ‘steps’ of intervention and the stroke survivor is matched to the level of intervention 
that meets their current need. The framework offers a guide to stroke health professionals in the 
initial identification and management of psychological problems; identification of the appropriate 
level of intervention; and triage of referrals to specialist mental health professionals. Psychological 
assessment and interventions after stroke are described in the following section.  
1.1.5 Stepped psychological care after stroke 
1.1.5.1 Assessment 
Kneebone (2016) discusses the framework of stepped psychological care for the assessment and 
intervention of psychological problems after stroke. The framework is based on research evidence 
from a range of psychological assessment and treatment studies in the stroke population. The first 
level of the framework includes screening for possible psychological problems and initial 
management (refer also to: Kneebone, Baker, & O’Malley, 2010; National Health Service 
Improvement, 2011; Lincoln, Kneebone, Macniven, & Morris, 2012). Assessment protocols for 
stroke survivors have been developed and tailored for their age group (younger or older than age 
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65) and cognitive and communication abilities (with and without aphasia) (Kneebone, et al., 2010; 
Kneebone, Neffgen, & Pettyfer, 2012). The assessments were found to be acceptable to trained 
health professionals and routinely implemented in hospital and community settings (Kneebone, et 
al., 2012; Kneebone, Stone, Robertson, & Walker-Samuel, 2013). Table 1-1 gives an overview of 
examples of the client’s presenting psychological problem and the matching intervention for each 
level.  
1.1.5.2 Delivery of interventions 
Level 1 is important for preventing the onset of depression after stroke and managing ‘normal’ 
emotional responses after stroke. Evidence suggests that problem-solving and motivational therapy 
can help to prevent and treat depression after stroke (Hackett, et al., 2008; Watkins, et al., 2011). 
Kneebone (2016) details that, after screening and assessment, stroke survivors are quickly triaged to 
the level of care they require. Level 1 is within the scope of practice for stroke health professionals 
from nursing and allied health disciplines (Kneebone, 2016). These health professionals may also 
provide therapies within their scope of practice at level 2, such as behavioural activation and 
relaxation training (Kneebone, 2016). However, facilitation of cognitive behavioural therapy after 
stroke requires extensive skills and is typically provided by psychologists only (Kneebone, 2016).  
Table 1-1 Stepped psychological care after stroke: adapted from Kneebone (2016) 
Level Client Intervention 
1 All clients after stroke  Psychological information provision; support 
groups; befriending; music and art therapy; leisure 
rehabilitation; motivational interviewing; problem-
solving, Action Success Knowledge (ASK) for 
aphasia program; group relaxation training; client 
experience of healthcare assessment  
2 Mild to moderate levels of 
mood impairment 
Behavioural activation; relaxation training; 
motivational interviewing; problem-solving; CBT; 
consideration of anti-depressant medication 
3 Persistent and severe levels of 
mood disorder. Suicidal ideas, 
self-harm, PTSD, OCD, mania, 
psychosis, depression and 
anxiety. 
CBT, specialist mental health service, clinical 
neuropsychology 
4 Severe challenging behaviour Challenging behaviour service 
PTSD post-traumatic stress disorder; OCD obsessive compulsive disorder 
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Levels 3 and 4 are provided by psychologists, mental health specialists (e.g., psychiatrists) and 
behaviour specialists. Specialised and one-to-one mental health care can include anti-depressant 
medication management and psychological therapies (Mead, et al., 2013; Kneebone, 2016). For 
example, cognitive behavioural therapy at level 3 is recommended. However, recent systematic 
reviews report limited and conflicting evidence regarding the efficacy of cognitive behavioural 
therapy after stroke (Wiener, Mehta, Iruthayarajah, Janssen, & Teasell, 2017; Wang, et al., 2018). 
Further research is required to strengthen the empirical evidence for psychological therapies after 
stroke. 
1.1.6 Stepped psychological care after stroke and aphasia 
1.1.6.1 Assessment of mood after aphasia 
Addressing the communication barriers after post-stroke aphasia is essential in the assessment and 
treatment of mood changes and depression. Aphasia often prevents the individual from valid and 
reliable participation in usual care psychological assessments, which rely on speech comprehension 
and production. Therefore, several modified assessments have been developed to take account of 
the language impairment underpinning aphasia. Researchers with expertise in aphasia (e.g., speech 
pathologists) and clinical psychologists have collaborated to develop appropriate screening tools 
(Van Dijk, De Man-van Ginkel, Hafsteinsdóttir, & Schuurmans, 2016). The original Stroke Aphasic 
Depression Questionnaire (SADQ) was developed to enable the person’s significant other to 
respond on behalf of the person with stroke and aphasia (Sutcliffe & Lincoln, 1998). Since then it 
has been found to have acceptable validity in an abbreviated 10-item survey and includes a version 
for those in hospital (SADQ-H10) or community settings (SADQ-10) (Leeds, Meara, & Hobson, 
2004; Cobley, Thomas, Lincoln, & Walker, 2012). The survey elicits the frequency of observable 
behaviours relating to emotions, level of activity and engagement over the past week. For example: 
Did he/she have restless disturbed nights? Did he/she avoid eye contact when you spoke to him/her? 
Did he/she burst into tears? Did he/she sit without doing anything?  
Hacker, Stark, & Thomas (2010) further validated the SADQ-H10 against the Brief Assessment 
Schedule of Depression Cards (BASDEC) (Adshead, et al.,1992). In an earlier study, Healey and 
colleagues (2008) found that the BASDEC had significantly better sensitivity (69–100%) and 
specificity (95–97%) than the Hospital and Anxiety Depression Scale (HADS) (Zigmond & Snaith, 
1983) and the Beck depression inventory fast screen (Beck, Steer, & Brown, 2000). The SADQ-
H10 was found to moderately correlate (r=0.46) with the BASDEC. Hence, the SADQ-H10 is a 
valid tool for detecting possible depression in acute stroke (Hacker, et al., 2010). A review of mood 
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screeners after stroke found that the SADQ-H10 was the only tool that adhered to all psychometric 
and utility criteria (Burton & Tyson, 2015). Although valid and clinically feasible mood screening 
tools are identified for stroke, methodological inconsistencies prevent recommendations for optimal 
cut-off scores (Burton & Tyson, 2015).  
The Depression Inventory Scale Circles (DISCs) is a simplified visual analogue scale (Turner-
Stokes, Kalmus, Hirani, & Clegg, 2005). It was specifically designed for people with 
communication or cognitive difficulties, but adequate visuospatial skills. DISCs correlated with a 
range of assessments, including the Beck Depression Inventory-II (Beck, Steer, & Brown, 1996) 
and the DSM-IV criteria for depression. Turner-Stokes and colleagues (2005) concluded that DISCs 
has acceptable convergent validity, reliability and responsiveness as a simple depression screen for 
people with acquired brain injury. The detection of possible depression in people with aphasia using 
screening tools such as the SADQ or DISCs requires follow-up with further clinical assessment and 
interviewing with communication support (Townend, et al., 2007). Townend and colleagues (2007) 
concluded that the combined expertise and collaboration of mental health specialists in mood 
disorders and speech pathologists in communication support are required to improve diagnostic 
processes.  
1.1.6.2 Preventive and treatment interventions for depression after aphasia 
Guidance on interventions to prevent and treat depression after stroke for people with aphasia is 
extremely limited. This is partly due to a bias in stroke treatment samples, which frequently exclude 
people with aphasia from studies due to communication difficulties, or do not specify their 
inclusion or exclusion (Choi-Kwon, et al., 2012; Cameron, et al., 2011). There is evidence to 
support the efficacy of pharmacological therapies to treat depression in people with aphasia after 
stroke, although it does not necessarily prevent it (Hackett, Anderson, House, & Halteh, 2008). 
Regarding behavioural type therapies, interventions for levels 1 and 2 after aphasia include sharing 
personal narratives and behavioural therapy (Thomas, Walker, Macniven, Haworth, & Lincoln, 
2013; Kneebone, 2016). Conventional ‘talk-based’ psychological therapies, requiring 
comprehension and production of speech (e.g., CBT), may be inappropriate unless adapted for the 
communication disability associated with aphasia (Lincoln, et al., 2012). Positive ways to live 
successfully with aphasia may enhance mood, such as engagement in social activities and supported 
communication (Brown, Worrall, Davidson, & Howe, 2012; Grohn, Worrall, Simmons-Mackie, & 
Hudson, 2014). Addressing factors associated with distress after aphasia, such as improving 
expressive communication, may also enhance mood (Thomas & Lincoln, 2008).  
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The framework of stepped psychological care has yet to be adapted for the communication 
disability associated with aphasia. Current aphasia research trials investigating the effectiveness of 
psychosocial interventions will inform a stepped psychological care framework. Trials include: The 
Aphasia Action Success Knowledge (ASK) program (Worrall, et al., 2016; Ryan, et al., 2017) and 
the SUpporting well-being through PeER-Befriending (SUPERB) program (Hilari et al., 2016). The 
perspectives of people with aphasia have informed the development of such programs (Brown, et 
al., 2012; Hilari et al., 2016; Ryan, et al., 2017). Their perspective on the experience of mood 
changes, depression and current practice will help to inform and improve psychological care.  
1.1.7 What do people with aphasia experience regarding mood changes, depression 
and current practice in psychological care? 
An essential component of translating stepped psychological care to aphasia rehabilitation is to 
understand the perspective of people with aphasia. Current evidence highlights the distressing 
nature of stroke and aphasia for people living with aphasia (Hilari, 2011; Grawburg, et al., 2013a; 
Grawburg, et al., 2013b; Hilari & Northcott, 2016). Low mood is negatively associated with 
measures of successfully living with aphasia across the first 12 months post-stroke onset (Worrall, 
et al., 2017). Communication disability as a consequence of aphasia can also have an impact on 
how others perceive the inherent competence of people with aphasia (Kagan, 1995). Perceptions of 
competence within contexts of stroke rehabilitation may impact on provision of psychological care.  
A lack of awareness of the inherent competence of people with aphasia and communication 
disability by health professionals may be a barrier to accessing rehabilitation and psychological 
services (e.g., McCann, Tunnicliffe, & Anderson, 2013). Given the time and opportunity, many 
people with aphasia have the cognitive and social skills in conversation to reveal their level of 
competence in conversation (Kagan, 1995). However, many people are unaware of the competence 
of people with aphasia, especially of those with severe communication impairment (Kagan, et al., 
2001). Lack of awareness of aphasia and competence can result in others avoiding communication 
with people with aphasia, which may have an impact on mood outcomes (Kagan, 1995). Supported 
conversation strategy training for health professionals has aimed to facilitate effective 
communication for people with aphasia, for example, in healthcare decision-making (Carling-
Rowland, Black, Mcdonald, & Kagan, 2014). The difficulties of health professionals in 
understanding competence and managing communication disability can extend to mental and 
psychological health services.  
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Northcott and colleagues (2018) described the perceptions of speech-language therapists – they 
reported that it is common for mental health professionals/services to deem people with aphasia as 
inappropriate or unsuitable for direct psychological intervention. Speech-language therapists report 
that mental health professionals may provide assessment, write reports and consult on issues, but 
they do not always directly facilitate psychological therapies with communication support 
(Northcott, Simpson, Moss, Ahmed, & Hilari, 2018). In contrast, some stroke specialist 
psychologists do provide direct intervention through interdisciplinary work with speech 
pathologists and the wider team (Northcott, et al., 2018). A survey of mental health professionals 
reported that there is a lack of awareness of, and confidence in, working with people with aphasia 
(Barnes, Odom, Ogletree, & Schwiebert, 2016).  
Other barriers may include the impact of mental health stigma on seeking help from mental health 
professionals (Clement, et al., 2015). Stigma has been defined as a process whereby people are 
labelled, excluded, stereotyped or discriminated against in a context where power is executed (e.g., 
social, economic, political) to the detriment of a social group (Link & Phelan, 2001). Mental health 
stigma is a major cause of discrimination and exclusion, negatively impacting on a person’s self-
esteem, relationships, housing and employment (WHO, 2013). People with aphasia may experience 
stigma related to disabilities (i.e., communication, psychological, physical), as evidenced in 
emerging research (e.g., Taubner, Hallén, & Wengelin, 2017). Clement and colleagues (2015) detail 
the impact of mental-health-related stigma on help-seeking in neurotypical mental health 
populations and the wider population. Their meta-synthesis of quantitative and qualitative studies 
found that stigma has a small to moderate effect on help-seeking. These findings are relevant to 
informing psychological interventions for people with stroke and aphasia. Approximately a third of 
surveyed speech pathologists reported that people with aphasia can be reluctant to receive support 
for psychological well-being from health professionals (Sekhon, Douglas, & Rose, 2015). 
Interventions that target the promotion of help-seeking behaviours may reduce psychological 
problems, reduce stigma and increase help-seeking of services (Clement, et al., 2015).  
Regarding stroke and aphasia services and therapy, research has highlighted the needs and 
preferences of people with aphasia (Worrall, et al., 2011; Hersh, et al., 2012). These needs include: 
understanding information about stroke, aphasia and services; setting meaningful goals; resuming 
activities; and participating in more speech therapy. Studies have described the perspectives of 
people with aphasia on living successfully with aphasia, particularly in the first year post-stroke 
(Brown, et al., 2012; Grohn, et al., 2014). People with aphasia have described the process of 
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‘actively moving forward’ through positive action, social engagement and support in 
communication. In actively moving forward, there is currently no research evidence for what people 
with aphasia would like regarding psychological care and managing mood changes and depression.  
The preferences of significant others are also important in the provision of psychological care. In 
conjunction with the person with aphasia, they may be involved in help-seeking attitude and 
behaviour change (Clement, et al., 2015). It is important for people with aphasia and their 
significant others, in addition to gaining an understanding of stroke and aphasia, to understand 
mental health conditions and the psychological services available after stroke. This process of 
understanding information about mental health is a construct termed ‘mental health literacy’ 
(Kutcher, Wei, & Coniglio, 2016). Interventions that are tailored to family members’ needs, and 
that include the promotion of help-seeking and mental health literacy, may reduce stress in the 
short-term; however ongoing support is also necessary (Draper, et al., 2007; Cameron, et al., 2011). 
Studies have investigated speech pathology practice involving family members in rehabilitation 
(e.g., Hallé, LeDorze, & Mingant, 2014) and family-centred approaches (Visser-Meily, et al., 2006; 
Johansson, Carlsson, & Sonnander, 2011). These approaches are relevant to translating stepped 
psychological care to aphasia rehabilitation. There is an opportunity to provide such interventions 
within the stepped care framework in order to improve depression outcomes after post-stroke 
aphasia. An advanced understanding of the evidence-practice gap will inform ways to improve 
psychological care for people with aphasia.  
1.1.8 What is the evidence-practice gap? 
Across stroke rehabilitation, there is a divide between the best available evidence or knowledge and 
what actually happens in clinical practice (Hill, Kamal, & Jeerakathil, 2018). The complex 
phenomenon of evidence-practice gaps occurs across healthcare systems worldwide (Buchan, 
2004). Dollaghan (2007) defines evidence-based practice as the conscientious, explicit, and 
judicious integration of 1) best available external evidence from systematic research; 2) best 
available evidence internal to clinical practice; and 3) best available evidence concerning the 
preferences of a fully informed patient/client. The translation of this triad of evidence (E3BP) to 
‘action’ in clinical practice is known as knowledge translation within the field of implementation 
science (Dobbins, et al., 2009).  
Factors that may determine the successful translation of evidence to clinical practice have been 
identified through the development of a range of theoretical frameworks (e.g., Graham, et al., 2006; 
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Cane, O’Connor, & Michie, 2012). Often, theoretical frameworks help to identify the barriers and 
facilitators to implementing changes in clinical practice. At a broad level, factors that may 
contribute to evidence-practice gaps include: organisational and social constraints (e.g., cultural 
context; financial and resource limitations), and political climate and environment (Ferlie & 
Shortell, 2001). For example, governing bodies and policy makers can influence funding and 
prioritisation of quality improvement projects, professional development and learning, and 
healthcare research, in order to bridge the evidence-practice gaps. At a local level, factors may 
include: the individual values and knowledge of health professionals; values of consumers; time and 
caseload pressures; and workplace culture and attitudes to change (Grol, 1991). The evidence-
practice gap relating to management of mood changes and depression after post-stroke aphasia has 
not been investigated in current research literature. Barriers can widen the evidence-practice gap, 
while facilitators may bridge it – identification of barriers and facilitators can inform the translation 
of a stepped psychological care framework.  
1.1.9 Barriers to psychological care in the neurotypical population  
In the mental healthcare of neurotypical populations, staff and workforce issues impact on the 
prevention and treatment of depression (Furber, et al., 2015). Barriers include: resource shortages; 
caseload pressures; difficulties in recruiting and retaining staff (e.g., in rural areas); and 
prioritisation of case management roles over the specialised delivery of psychological interventions 
(Health Workforce Australia, 2014). The emotional and stressful nature of this work can result in 
barriers to care relating to health professionals’ well-being. For example, Australian psychiatrists 
have increased levels of psychological distress and risk of suicide compared to the general 
population and other professions (Beyond Blue, 2013). Mental health workforce reforms have been 
developed around the world to overcome barriers and improve the current state of mental health 
services (e.g., National Health Service Improvement, 2011; Health Workforce Australia, 2014). 
In most countries, mental healthcare is institutionally based in hospital bed-based settings (Saxena, 
Thornicroft, Knapp, & Whiteford, 2007). A balance of hospital- and community-based care has 
been found to be the most effective in providing mental healthcare (Thornicroft & Tansella, 2004). 
However, a transition to community-based care requires greater funding, which is not available in 
many countries (Saxena, et al., 2007). The WHO ‘mental health atlas’ report (2018) highlights that, 
globally, there is a scarcity of resources, inequity of access and inefficiencies in delivering care, 
particularly in low-income and middle-income countries. For example, the treatment gap for serious 
mental health disorders such as mood disorders is 35–50% in developed countries and 76–85% in 
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low- and middle-income countries (Saxena, et al., 2007). While the rate of health workers is as low 
as 2 per 100,000 in low-income countries, compared to more than 70 per 100,000 in high-income 
countries (WHO, 2018). Gaps in service have been highlighted, particularly for people living in 
rural, remote and regional areas (Australian Bureau of Statistics, 2007). Psychological service usage 
across Australia increased by almost 25% from 2011 to 2013. Over 50% of the diagnoses were 
depression (Mental Health Services Australia, 2013). However, an ongoing problem is the difficulty 
many people experience in meeting the ‘out of pocket’ expenses of private psychological services 
in the long term. Generally, there is a shortage of psychologists to deliver evidence-based 
psychological therapies (WHO, 2018; Australian Psychological Society, 2012). In Australia, it is 
especially difficult to retain medical practitioners, psychologists and mental health staff in rural, 
remote and regional areas where services are often most needed (Roufeil & Lipzker, 2007).  
The perspective of consumers regarding access to, and uptake of, mental health services can inform 
barriers to psychological care. People can be reluctant to seek professional help for symptoms of 
depression (Rickwood & Thomas, 2012). Embarrassment and perceptions that others would react 
negatively are predictors of help-seeking behaviour (Barney, Griffiths, Jorm, & Christensen, 2006). 
Help-seeking attitudes to act on engaging mental health services are measurable and influence the 
treatment gap (Hammer, Parent, & Spiker, 2018). Knowledge and beliefs about mood disorders and 
level of mental health literacy also influence the uptake of psychological and mental health services 
(Jorm, 2000). Mental health literacy is a measurable construct, with high levels associated with 
personal experience of living with or knowing someone with a mental health condition (Reavley, 
Morgan, & Jorm, 2014). It is suggested that increasing mental health literacy will aid in the 
recognition, prevention and treatment of mental health disorders (Kutcher, et al., 2016). Hence, 
monitoring and improving mental health literacy in the healthcare and public domains is an 
important component to increasing access to services. Exploring barriers to psychological and 
mental health services specifically in stroke and aphasia rehabilitation has the potential to inform 
the translation of stepped care to clinical practice. 
1.1.10 Barriers to psychological care in stroke and aphasia rehabilitation 
There is a paucity of research investigating the barriers to psychological and mental health services 
for people with depression after stroke and aphasia. Consideration of barriers to stroke care delivery 
across the continuum of care, and those faced by health professionals, stroke survivors and their 
significant others, can inform important aspects of the evidence-practice gap.  A brief summary of 
these barriers is provided here.  
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Lack of access to specialist stroke care can be a barrier to psychological care and influence 
rehabilitation outcomes for people after stroke and aphasia.  Organised stroke care units provide the 
best rehabilitation outcomes, however there is inequity of access, particularly for people who live 
beyond metropolitan areas (Stroke Unit Trialists’ Collaboration, 2014). A major systematic review 
of 28 trials found that people who received inpatient stroke care within a stroke unit were more 
likely to survive, and be independently living at home, one year post-stroke (Stroke Unit Trialists’ 
Collaboration, 2014). Stroke rehabilitation services have a skill mix of health professionals, 
however a discrepancy in ratios can exist. For example, stroke audits show speech pathologists, 
occupational therapists and physiotherapists are more readily accessible (87–100%) than 
psychologists (17–48%) (National Stroke Foundation, 2014). Audits also show only a third of 
people after stroke have a psychology assessment and are followed-up for counselling or 
intervention in rehabilitation (National Stroke Foundation, 2016). Barriers relating to health 
professionals can include a lack of relevant knowledge and skills in managing common 
psychological conditions and the communication disability as a consequence of aphasia. 
A lack of health professionals’ confidence in managing psychological conditions through 
assessment and counselling are barriers across stroke and other fields of healthcare (Stickley, 2002; 
Avey, Matheny, Robbins, & Jacobson, 2003; Townend, et al., 2007; Vickers, Kircher, Smith, 
Petersen, & Rasmussen, 2007; Wiley, Irwin, & Morrow, 2012; Betz, et al., 2013; Sekhon, et al., 
2015; Northcott, Simpson, Moss, Ahmed & Hilari, 2017). Studies show the benefits of training 
health professionals in techniques such as motivational interviewing (Burke & Fair, 2003; Butler, et 
al., 2013). A systematic review found that physiotherapists are effective in providing health 
counselling to augment physical therapy and improve health outcomes (Frerichs, Kaltenbacher, van 
de Leur, & Dean, 2012). Health professionals can also lack an awareness of aphasia and 
communication strategies/support to facilitate effective communication in healthcare (Kagan et al., 
2001; McCann, et al., 2013; Barnes, et al., 2016). Speech pathologists are well-positioned to 
provide support and counselling as it relates to the communication disorder of aphasia (American 
Speech-Language-Hearing Association, Scope of Practice, 2016), however many report difficulties 
in this clinical area of practice. 
Speech pathologists’ report feeling underprepared to support emotions and require specialised 
training (Sekhon, et al., 2015). The majority frequently provide counselling in aphasia rehabilitation 
(65.8%) (Rose, Ferguson, Power, Togher, & Worrall, 2014). Sekhon and colleagues (2015) also 
found the majority of speech pathologists recognise and accept their role in counselling for people 
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with aphasia. Perceptions around the speech pathologists’ role and responsibilities, and past 
experiences, including emotional drain and ‘burn out’, may also influence clinical decision-making 
for the management of depression after post-stroke aphasia (Rose, et al., 2014). Similarly, Northcott 
and colleagues (2018) identified: the emotionally challenging nature of the work for speech 
pathologists; and the common experience of mental health professionals not providing direct 
psychological therapy due to linguistic deficits after aphasia. Specialist training in a psychosocial 
intervention of solution-focused therapy with communication support can be beneficial to people 
with aphasia and enhance clinical practice (Northcott, Burns, Simpson, & Hilari, 2015). Stroke 
health professionals can work together to enhance their own skills and stroke care (e.g., joint speech 
pathology and social worker/mental health professional therapy sessions), however challenges exist 
(Sekhon et al., 2015; Northcott, et al., 2018).  
Barriers may relate to a lack of interdisciplinary teamwork and difficulty implementing evidence 
within clinical practice guidelines (e.g., Miao, Power, & O’Halloran, 2015). In clinical practice, 
stroke health professionals often focus on impairments within their discipline and may not address 
the psychological functioning of stroke survivors. In clinical practice there may be few 
opportunities for interdisciplinary therapy sessions and/or quality projects due to various 
constraints. These constraints may be related to: caseload pressures, the culture of the workplace, 
and leadership in quality improvement (Miao, Power, & O’Halloran, 2015).  An evidence-practice 
gap in aphasia rehabilitation exists (Shrubsole, Worrall, Power, & O’Connor, 2017), understanding 
the barriers relating to people with aphasia and their significant others is essential to improving 
psychological care.     
Barriers relating to people with aphasia can include communication disability and inaccessible 
communication environments. Effective and optimised communication is necessary for 
identification and management of depression after stroke and aphasia. However, communication 
access in hospital and community environments is often inadequate (O’Halloran, Shan Lee, Rose, 
& Liamputtong, 2014). In addition, health professionals may not be skilled in communication 
support and may avoid communication with people with aphasia (Kagan, 1995; Carling-Rowland, 
et al., 2014). This has a negative impact on social participation and engagement in stroke 
rehabilitation, which, in turn, has an impact on mood (Worrall, et al., 2017). Efforts to overcome the 
barriers in communication access are evident in research (O’Halloran, Grohn, & Worrall, 2012; 
Parr, Pound, & Hewitt, 2006). The combined lack of communication support and psychological 
therapies and services in hospital and community settings are also barriers (Baker, et al., 2017; 
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Northcott, et al., 2017). The attitudes of significant others may be a barrier due to their own 
experience of caregiver strain or burden (i.e., adverse effects on psychological health, social 
activities and finances) (Grawburg, et al., 2013b; Jaracz, et al., 2015).  Their ability to seek help can 
enhance their own psychological health and that of their family member/friend with aphasia.       
Research and treatment gaps in psychological care are characterised by predominantly ‘talk-based’ 
therapies (e.g., CBT) and a lack of aphasia-friendly psychological therapies (Baker, et al., 2017; 
Wray, Clarke, & Forster, 2018). As discussed previously, stigma and low levels of mental health 
literacy may be barriers to psychological care as they relate to negative attitudes and/or lack of 
information or understanding associated with mental health conditions (Corrigan, 2000). This 
section has described some of the barriers, however research is required to identify the barriers 
specific to translating the multidisciplinary framework of stepped psychological care after post-
stroke aphasia. There is likely to be a lack of clarity in roles and responsibilities of different health 
professionals regarding mood assessment and treatment. The knowledge and skills of stroke health 
professionals is likely to be limited in: appropriate ‘triaging’ of people with aphasia between levels 
of care; and providing aphasia-friendly interventions to prevent and treat mood problems. Limited 
access to clinical psychology after stroke is also likely to be a constraint. These will be barriers that 
will be prominent in delivering a stepped psychological care framework. A description of all 
barriers of stepped care will enable the exploration of possible solutions to minimise gaps in clinical 
practice, across broad and local contexts. This research is vital in order to improve stroke and 
depression outcomes for people with aphasia. 
1.1.11 How to bridge the evidence-practice gap 
The importance and priorities of knowledge translation in the field of aphasiology have been 
documented (Kagan, Simmons-Mackie, Gibson, Conklin, & Elman, 2010; Shrubsole, et al., 2017). 
Past healthcare studies have drawn on theoretical frameworks of implementation science to bridge 
evidence-practice gaps. Strategies of implementation science can include: identification of barriers 
and facilitators to change in clinical practice (Shrubsole, Worrall, Power, & O’Connor, 2018); 
researcher and clinician collaborations such as the researcher-in-residence model (Marshall, et al., 
2014); clinical audit and feedback (Ivers, et al., 2012); clinical champion roles; and the use of 
technology for knowledge dissemination and training (Wade & Eliott, 2012).  
Specifically, the translation of stepped psychological care to aphasia rehabilitation has the potential 
to overcome gaps in managing mood changes and depression. Stepped psychological care after 
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stroke needs to be described for people with aphasia and investigated for potential viability in 
translation to clinical practice. The framework offers benefits in supporting people with aphasia 
through: a) active monitoring of mood and responsive treatment across the continuum of care, from 
hospital to community; b) tailored interventions with a triage approach ‘up and down’ levels, 
dependent on the person’s symptoms and needs. Other potential benefits include overcoming the 
lack of psychological care, by enabling a range of stroke health professionals to: a) provide 
screening and low intensity interventions; and b) identify clinically significant depression and 
action appropriate referral protocols for specialist mental healthcare. An investigation of the three 
sources of evidence-based practice (E3BP) regarding management of mood changes and depression 
after post-stroke aphasia is necessary, namely, the: 1) research evidence; 2) current practice of 
stroke health professionals; and 3) experiences of, and preferences of people with aphasia.  
1.2 Thesis aims 
This thesis comprises of three studies and aims to address three sources of information of evidence-
based practice (E3BP): 1) the research evidence regarding rehabilitation interventions to manage 
depression after post-stroke aphasia; 2) a description of current practice; and the barriers and 
facilitators to stepped psychological care from the perspectives of stroke health professionals; and 
3) a description of mood changes, depression and current practice; and preferences of psychological 
care within a stepped care framework from the perspective of people with aphasia.  These three 
sources of information need to be understood in order to describe the evidence-practice gap and 
ways to improve psychological care after post-stroke aphasia.  
The aim of the thesis is to describe the evidence-practice gap in managing mood changes and 
depression after post-stroke aphasia. Specifically, the research aims to:  
1) a) analyse and synthesise the evidence of rehabilitation interventions to effectively prevent 
and treat depression after post-stroke aphasia, and  
b) describe communication adaptations to therapies for people with aphasia, and  
c) describe the best research evidence within a stepped psychological care framework  
2) explore current practice, from the perspective of stroke health professionals, for managing 
depression after post-stroke aphasia  
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3) identify, from the perspective of stroke health professionals, the barriers and facilitators to 
implementing stepped psychological care for depression after post-stroke aphasia  
4) describe, from the perspective of people with aphasia:  
a) the experience of mood changes, depression and current practice after post-stroke 
aphasia; and  
b) preferences within a stepped psychological care approach.  
1.3 Overview of methodology 
The thesis is composed of three research studies. Study 1 (Chapter 2) used a systematic review to 
analyse and synthesise the research evidence for rehabilitation interventions to prevent and treat 
depression after post-stroke aphasia. Studies 2 (Chapters 3 and 4) and 3 (Chapter 5) investigated the 
perspectives of stroke health professionals and people with aphasia using the qualitative 
methodology of Interpretive Description (Thorne, 2016). The concluding chapter (Chapter 6) 
integrated the findings of studies 1 to 3 to describe the evidence-practice gap in managing mood 
changes and depression after post-stroke aphasia.  
1.4 Overview of thesis 
The chapters at the start and end of this thesis have been written solely for the thesis and are not 
intended for separate publication. The other chapters comprise published, submitted-for-publication 
and prepared-for-publication manuscripts. A single reference list for citations within all the chapters 
is provided at the end of the thesis. The structure of the thesis is as follows: 
• Chapter 1 has introduced the topic and the thesis.  
• Chapter 2 presents a systematic review study (study 1) that investigated rehabilitation 
interventions to effectively prevent and treat depression in post-stroke aphasia. In addition, 
this chapter presents communication adaptations made to therapies for people with aphasia. 
It also presents the best research evidence within a stepped psychological care framework. 
Chapter 2 has been published in the journal Disability and Rehabilitation. The publication is 
presented here in its entirety with format variations to align with format of the thesis.  
  
48 
• Chapter 3 presents findings from qualitative semi-structured focus group research exploring 
current practice of managing depression in post-stroke aphasia from the perspective of 
stroke health professionals (study 2). 
• Chapter 4 presents findings from qualitative semi-structured focus group research and 
describes the barriers and facilitators to implementing stepped psychological care for 
depression after post-stroke aphasia, from the perspective of stroke health professionals 
(study 2). 
• Chapter 5 presents findings from qualitative semi-structured interview research, which 
describes, from the perspective of people with aphasia: a) the experience of mood changes, 
depression and current practice after post-stroke aphasia; and b) preferences within a 
stepped psychological care approach (study 3).  
• Chapter 6 is the concluding chapter and integrates findings from studies 1 to 3 to describe 
the evidence-practice gap in managing mood changes and depression after post-stroke 
aphasia. It provides recommendations for clinical practice and future research.  
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Chapter 2  
A systematic review of rehabilitation interventions to prevent 
and treat depression in post-stroke aphasia 
Chapter 1 detailed the evidence for interventions to manage depression in neurotypical and stroke 
populations (pharmacological and psychological therapies). These interventions can be delivered 
within a stepped psychological care framework (van Straten et al., 2015; Kneebone, 2016). People 
with aphasia can have difficulty participating in psychological therapies that require comprehension 
and production of speech (e.g., CBT).  Therefore, a range of stroke rehabilitation interventions to 
manage mood problems and depression are of interest (e.g., psychological, communication, 
physical, social, leisure therapies and/or nutrition therapies). It is not clear within current literature 
which rehabilitation interventions may prevent or treat depression after post-stroke aphasia. In 
addition, a description of such interventions within a stepped psychological care framework may 
serve to guide stroke health professionals in clinical practice. Identifying the research evidence is a 
necessary first step to understand the evidence-practice gap in managing depression after post-
stroke aphasia. Therefore, Chapter 2 aims to analyse and synthesise the evidence of rehabilitation 
interventions to effectively prevent and treat depression after post-stroke aphasia. 
The content of this chapter has been published in the peer-reviewed journal, Disability and 
Rehabilitation: Baker, C., Worrall, L., Rose, M., Hudson, K., Ryan, B., & O’Byrne, L. (2017). A 
systematic review of rehabilitation interventions to prevent and treat depression in post-stroke 
aphasia. Disability and Rehabilitation, 1–23.  
The content included in this chapter is identical to the published manuscript; however, the 
formatting has been modified to match the format and style of this thesis. 
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2.1 Abstract 
Purpose  
Stepped psychological care is the delivery of routine assessment and interventions for psychological 
problems, including depression. The aim of this systematic review was to analyze and synthesize 
the evidence of rehabilitation interventions to prevent and treat depression in post-stroke aphasia 
and adapt the best evidence within a stepped psychological care framework.  
Method 
Four databases were systematically searched up to March 2017:  Medline, CINAHL, PsycINFO and 
The Cochrane Library.  
Results   
Forty-five studies met inclusion and exclusion criteria. Level of evidence, methodological quality 
and results were assessed. People with aphasia with mild depression may benefit from psychosocial 
type treatments (based on 3 level ii studies with small to medium effect sizes). For those without 
depression, mood may be enhanced through participation in a range of interventions (based on 4 
level ii studies; 1 level iii-3 study and 6 level iv studies). It is not clear which interventions may 
prevent depression in post-stroke aphasia. No evidence was found for the treatment of moderate to 
severe depression in post-stroke aphasia.    
Conclusions 
This study found some interventions that may improve depression outcomes for those with mild 
depression or without depression in post-stroke aphasia. Future research is needed to address 
methodological limitations and evaluate and support the translation of stepped psychological care 
across the continuum. 
Keywords: stroke, cerebrovascular disease, aphasia, mood, mental health, stepped psychological 
care.
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2.2 Introduction 
The prevention and treatment of depression after stroke is important to optimize the quality of life 
for people with aphasia and their significant others (e.g., family, friends) (Worrall, et al., 2017).  At 
a global level, a total number of 322 million people live with depression which is equivalent to an 
estimated 4.4% of the global population (WHO, 2017). At various time points post-onset of stroke, 
the averaged prevalence of depression is one third of the stroke population (Gustafson, Nilsson, 
Mattsson, Astrom, & Bucht, 1995; Hackett, et al., 2005). Within the stroke population, the majority 
of people with aphasia fulfill the DSM-III-R criteria for depression (70% at 3 months and 62% at 12 
months) while a diagnosis of major depression increases from 11% to 33% across 12 months 
(Kauhanen, et al., 2000). The high incidence of depression and lack of psychological intervention 
shown in current Australian stroke outcome data demonstrates an evidence-practice gap for the 
psychological care of people with aphasia. 
In acute stroke care, only 6% of people with mood problems had a psychological assessment and 
32% of people in rehabilitation received recommended psychological assessment and were offered 
counselling (National Stroke Foundation, 2014). This is in part due to limited levels of psychology 
service (17–48%) compared to other allied health services (87–100%) within stroke care across 
Australia (National Stroke Foundation, 2014). Further, there is a lack of confidence of other stroke 
disciplines to provide interventions such as counselling, due to communication barriers as a result 
of post-stroke aphasia (Rowland & McDonald, 2009; Sekhon, et al., 2015). Emotional responses 
such as sadness and grief have been widely recognized following the onset of aphasia and other 
impairments after stroke (Parr, et al., 1997; Code & Hermann, 2003). Studies have shown that 
emotional distress is associated with poorer quality of life (Cruice, Worrall & Hickson, 2000; Hilari 
& Byng, 2009; Lucot, et al., 2013). People with aphasia compared to those without, experience 
increased severity and more persistent distress after stroke (Thomas & Lincoln, 2008; Hilari, 2011). 
Predictors of distress have also been identified as stroke severity, level of social support and 
expressive communication (Thomas & Lincoln, 2008; Hilari, et al., 2010). These predictors are 
intrinsically related to significant others (e.g., spouse, family member, friend). In Grawburg and 
colleagues’ (2013b) recent systematic review, studies showed that significant others of people with 
aphasia developed psychological morbidity according to the General Health Questionnaire. 
However, findings in the prevalence and time course of depression in significant others varied in 
some studies (King & Shade-Zeldow, 1995; Bakas, Kroenke, Plue, Perkins & Williams, 2006). 
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Regardless, people living with aphasia, which includes both the person with aphasia and their 
significant others, requires the collaboration of stroke health professionals and mental health 
specialists to ‘bridge the gap’ in clinical care and meet core stroke rehabilitation objectives.  
Over the past two decades, a framework of preventive care and treatment for mental health 
disorders including depression has been advanced by the Institute of Medicine in the United States 
of America (Mrazek & Haggerty, 1994). Stepped care is described as a mode of delivery for 
intervention (Mendelson, et al., 2012). A recent systematic review and meta-analysis found stepped 
care to be moderately effective compared to ‘usual care’ for adults with depression in the general 
population (van Straten, et al., 2015). Stepped psychological care after stroke is described as four 
hierarchical levels of care provided by trained stroke and specialist mental health professionals 
(National Health Service Improvement, 2011; Kneebone, 2016). All stroke patients enter level one 
of intervention which includes routine assessment, support, information provision, goal setting, 
problem-solving and monitoring of mood to prevent emotional problems. Levels two, three and four 
are matched to the individual’s diagnosis and include group or individual therapies such as 
psychological therapies, medication management and/or specialist mental health care (i.e. variation 
in frequency, duration and type). At level one, advances have been made in the implementation of 
aphasia-specific depression assessment tools and clinical interviewing strategies (Townend, et al., 
2007; Cobley, et al., 2012). Recent systematic reviews of psychometric properties of depression 
tools for people with aphasia suggest further efforts are required to strengthen validity and 
reliability constructs (Burton & Tyson, 2015; Van Dijk, De Man-van Ginkel, Hafsteinsdóttir, & 
Schuurmans, 2016). Beyond assessment in level one, it is not known which evidence-based 
interventions should be included to prevent or treat depression after stroke for people with aphasia.  
Conventional ‘talk-based’ psychological therapies, such as cognitive-behavioural therapy and 
motivational interviewing to target post-stroke depression (Watkins, et al., 2011; Kootker, et al., 
2017; Ward, et al., 2016) can be a significant barrier for people with aphasia. Further adaptation and 
research is required to evaluate the feasibility and effectiveness of these therapies in aphasia 
rehabilitation. Interventions with reduced language and communication demands are likely to be 
more appropriate and effective. To add to the complexity, there is evidence that depression after 
stroke is associated with poorer rehabilitation outcomes (Ayerbe, Ayis, Rudd, Heuschmann, & 
Wolfe, 2011). This suggests that intervention strategies for physical, cognitive and communication 
functioning after stroke may have a positive effect on both rehabilitation and depression outcomes. 
Thus, it is important to consider a broad range of rehabilitation interventions that may reduce the 
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incidence of depression in people with post-stroke aphasia and their significant others. Finally, it is 
important to describe how communication difficulties experienced by people with aphasia may be 
overcome in the adaptation and delivery of interventions within stepped psychological care.  
2.2.1 Aims 
The purpose of this study was to systematically search, identify, critique, analyze and synthesize the 
evidence for rehabilitation interventions to effectively prevent and treat depression after stroke for 
people with aphasia and their significant others (e.g., spouse, family member). Specifically, three 
questions were addressed: 
1. a) Which rehabilitation interventions prevent or treat depression after stroke for people with 
aphasia and their significant others?  
b) What adaptations do these interventions use to overcome communication difficulties 
experienced by people with aphasia? 
2. Which of these interventions may be considered for use within a stepped psychological care 
model? 
2.3 Methods 
This systematic review followed the Preferred Reporting Items for Systematic Reviews and Meta-
Analyses (PRISMA) guidelines (Liberati, et al., 2009).  
2.3.1 Literature search  
An analysis of published research was conducted to focus on interventions with depression 
outcomes for people with aphasia after stroke. The procedure involved a two phase search strategy. 
The first phase involved exploratory searches to establish appropriate terms. The second phase 
involved a comprehensive search in Medline [via EBSCOHost ] (1946–), CINAHL (1982–), 
PsycINFO (1840–) and Cochrane Library (1996–). All searches included records until March 2017. 
An example of the CINAHL search is presented in Table 2-1.  
A total of 16 search terms and Medical Subject Headings (MeSH terms) were used: (1) ‘stroke’ OR 
‘stroke survivors’ OR ‘stroke patients’, (2) ‘aphasia’ OR ‘dysphasia’ OR ‘language impairment’ 
OR ‘acquired language disorder’ (3) ‘depression’ OR ‘depress*’ OR ‘low mood’ OR ‘emotional 
distress’ OR ‘psychological distress’ (4) ‘therapy’ OR ‘therap*’ OR ‘intervention’ OR ‘treatment.’  
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The searches were combined as follows: 1 OR 2 AND 3 AND 4. No limits were applied to the 
searches. Duplicates from the total search result were removed. Additional sources were identified 
from reference lists of included studies and relevant systematic reviews. Experts in the clinical area 
were also consulted for relevant publications. The PRISMA flow of information diagram was used 
to track the search process as presented in Figure 2-1.  
Table 2-1 An example of search terms (CINAHL search) 
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Figure 2-1: Process of identifying, screening and assessing eligibility for inclusion of studies 
2.3.2 Study selection 
Titles, abstracts and full text articles were screened by the first author and evaluated for eligibility 
based on inclusion criteria: (i) interventions designed for individuals after stroke and/or their 
significant others completed by health professionals (ii) studies including adults with post-stroke 
aphasia and/or their significant others without other significant co-morbidities such as neurological 
disease (e.g., dementia) and traumatic brain injury. It was not assumed people with aphasia were 
included if the descriptor was ‘communication problem’ or if eligibility excluded people with 
‘significant’ or ‘severe’ aphasia without description of those with milder forms of aphasia within 
the sample (iii) studies with original data and mood/depression outcomes (primary or secondary) 
using a validated tool(s) (iv) studies of mixed clinical populations with a stroke subsample 
No.	of	records	with	titles	and	
abstracts	screened	n=3,701	
No.	of	records	excluded	based	
on	inclusion/exclusion	criteria	
n=3,381	
No.	of	potentially	relevant	full	
text	articles	evaluated	n=320	
	
No.	of	full	text	articles	excluded	with	reasons	
n=275:	
-	no	or	inadequate	detail	of	individuals	with	
aphasia	within	stroke	sample	n=198	
-	no	depression	outcome	measure	n=36	+	
qualitative	studies	without	depression	outcome	
measure	n=2		
-	case	report	or	study	not	fitting	inclusion	
criteria	n=26	
-	reported	exclusion	of	all	individuals	with	
aphasia	n=10	
-	mixed	population	with	nil	or	inadequate	
separate	reporting	of	individuals	with	stroke	
and/or	aphasia	n=3		
								
No.	of	full	text	articles	
included	for	synthesis	n=45	
Identification	
No.	of	records	identified	through	
database	searching	n=	4,949	
No.	of	records	identified	through	other	
sources	n=14	
Screening	
No.	of	records	after	duplicates	removed	n=3,701	
Eligibility		
Included	
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including people with aphasia that formed at least 25% of the study population and a separate data 
set  (v) original research publications in the English language and peer-reviewed.  
Studies with pharmacological or medical interventions (e.g., anti-depressant medication, 
electroconvulsive therapy, transcranial magnetic stimulation, neurofeedback) were excluded 
because this review focused on interventions within the scope of practice for a range of stroke 
health professionals. Further, a recent comprehensive review of pharmacological interventions in 
stroke recovery is available (Mead, et al., 2013). Unclear decisions of study selection were 
discussed in meetings with authors to reach consensus. Attempts were made to contact publication 
authors to clarify information.  
To investigate interventions that may affect depression/mood change it was appropriate to include 
both experimental (randomized and non-randomized controlled group trials and single participant 
designs) and non-experimental or exploratory designs (pre–post case series, mixed methods of 
quantitative and qualitative data).   
2.3.3 Data extraction and quality assessment 
The research design of each study was identified and assigned a grade for level of evidence based 
on the National Health and Medical Research Council (NHMRC) guideline (NHMRC, 2000). The 
methodological quality of studies was assessed independently by two reviewers. Randomized and 
non-randomized controlled trials were reviewed using the Physiotherapy Evidence Database 
(PEDro) scale (Verhagen, et al., 1998; PEDro, 1990). The PEDro scale is a valid and accepted 
appraisal instrument used in other systematic reviews (Lanyon, Rose &Worrall, 2013; Simmons-
Mackie, et al., 2016). The PEDro scale rates 11 criteria pertaining to external and internal validity 
of the research with a maximum possible score of 10. Single participant experimental designs were 
reviewed using the Single-Case Experimental Design (SCED) scale which is a validated and 
acceptable mechanism for appraising studies with single-case designs (Tate, et al., 2008). The 
SCED scale has 11 criteria to rate with a maximum possible score of 10.  Mixed methods and case 
series (pre-post) designs were reviewed using the Mixed Methods Appraisal tool (MMAT) (Pluye, 
et al., 2011). The MMAT is valid and has criteria to rate mixed methods studies with a maximum 
possible score of 11/11 (100%) and quantitative (descriptive) design studies with a maximum 
possible score of 4/4 (100%). We acknowledge that this tool is in the development phase and 
extremely limited in providing detailed analysis of method markers. For example, in the case series 
(pre-post therapy) designs, there are only four broad markers to analyse alignment of 1) relevant 
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sampling 2) sample represents population 3) appropriate measurements and 4) acceptable response 
rate. Data describing the research participants (stroke survivors including people with aphasia and 
significant others), interventions, depression/mood outcome measures and a results summary were 
extracted using structured forms.  The best evidence found was assigned to the levels of stepped 
psychological care after stroke for people living with aphasia. 
2.3.4 Classification of treatments 
Direct interventions for depression after aphasia were classified using the Institute of Medicine’s 
conceptual framework of preventive interventions in mental health disorders (Mrazek & Haggerty, 
1994): preventive interventions target those at high risk of depression after stroke (selective 
intervention) or those with early signs and symptoms but not fulfilling diagnostic criteria (indicated 
intervention). Treatment interventions target those who fulfill criteria for depression after stroke. 
The remaining studies did not specify preventive or treatment aims and commonly had depression 
outcomes as secondary measures. These interventions indirectly targeted depression as an outcome 
through stroke rehabilitation. These were classified as stroke rehabilitation interventions.  
Studies within preventive, treatment and stroke rehabilitation categories were then grouped into 
intervention types using the core concepts of Functioning and Disability and Contextual factors 
from the International Classification of Functioning, Disability and Health (WHO, 2001). 
Treatments that aimed to improve communication function, activity or participation using multiple 
modalities such as speech, gesture, writing and drawing were classified as communicative 
functioning treatments. Studies relating to psychosocial functioning were treatments that aimed to 
enhance stroke knowledge (e.g., information provision, counselling); social activity and 
participation (e.g., through music, peer support, self-management skills). One RCT was categorized 
under cognitive functioning and aimed to enhance memory skills. Studies investigating physical 
functioning were treatments that aimed to improve a physical function, activity or participation in 
mobilization, exercise and upper limb training. Studies relating to multidisciplinary rehabilitation 
and transition were treatments that aimed to modify processes such as structured goal setting, 
transition, and rehabilitation programs for home and community settings.  
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2.4 Results   
2.4.1 Search results 
Figure 2-1 shows the search process and flow of data information with reasons for study exclusion. 
The initial yield was 3,701 after duplicates were searched and removed. Each title and abstract was 
screened and 320 articles were identified as potentially relevant and assessed for eligibility by 
reading the full text. Of those, 275 were rejected with reasons provided in Figure 2-1. The majority 
were rejected for inadequate or no description of people with aphasia within the stroke sample, no 
original data or did not involve research related to the questions of this review. Forty-five studies 
met the final inclusion criteria. Studies were classified and data extracted.  
2.4.2 Methodological quality of studies 
Of the 45 included studies, 2 publications were the split results of one RCT  (Aben, et al., 2013; 
Aben, Heijenbrok-Kal, Ponds, Busschbach, & Ribbers, 2014); 2 publications were founded on one 
case series study (Corsten, Konradi, Schimpf, Hardering, & Keilmann, 2014; Corsten, Schimpf, 
Konradi, Keilmann, & Hardering, 2015) and 2 publications investigated goal setting and 
achievement (Brock, et al., 2009; Graven, Brock, Hill, Cotton, & Joubert, 2016). This review 
analysed one publication, the most recent, from these studies (Aben, et al., 2014; Corsten, et al., 
2015; Graven, et al., 2016). There were 23 RCTs (Aben, et al., 2014; Graven, et al., 2016; Bagley, 
Hudson, Forster, Smith, & Young, 2005; Bakas, Farran, Austin, Given, Johnson, & Williams, 2009; 
Chang, Zhang, Xia, & Chen, 2011; Cumming, Collier, Thrift, & Bernhardt, 2008; Drummond, et 
al., 2013; Forster, et al., 2013; Green, Forster, Bogle, & Young, 2002; Hoffmann, McKenna, 
Worrall, & Read, 2007; Hoffmann, Ownsworth, Eames, & Shum, 2015; Lincoln, Jones, & Mulley, 
1985; Mant, Carter, Wade, & Winner, 2000; Mead, et al., 2007; Pfeiffer, et al., 2014; Raglio, et al., 
2017; Rudd, Wolfe, Tilling, & Beech, 1997; Sackley, et al., 2015; Sansom, Ng, Zhang, & Khan, 
2015; Smith, Egbert, Dellman-Jenkins, Nanna, & Palmieri, 2012; Thomas, et al., 2013; Visser, et 
al., 2016; Wolfe, Tilling, & Rudd, 2000), and 2 non-randomized controlled trials (Geddes & 
Chamberlain, 1994; Taricco, et al., 2014). There were 5 single participant experimental designs 
(Eriksson, Forsgren, Hartelius, & Saldert, 2016a; Eriksson, Hartelius, & Saldert, 2016b; Jones, 
Mandy, & Partridge, 2009; Murray & Ray, 2001; Rabin, et al., 2012) and 9 case series designs 
(Corsten, et al., 2014; Brock, et al., 2009; Brumfitt & Sheeran, 1997; Cunningham & Ward, 2003; 
Ekstam, Uppgard, von Koch, & Tham, 2007; Marshall, Basilakos, Williams, & Love-Myers, 2014; 
Ross, Winslow, Marchant, & Brumfitt, 2006; Saldert, Backman, & Hartelius, 2013; Wielaert, Sage, 
Heijenbrok-Kal, & Van De Sandt-Koenderman, 2016). Five studies were mixed methods research 
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with inclusion of depression outcome measures and qualitative themes (Corsten, et al., 2015; Gurr, 
Plummer-D'Amato, Carod-Artal, & Gustafsson, 2009; Hartke, King, & Denby, 2007; Pound, Parr, 
& Duchan, 2001; Tamplin, Baker, Jones, Way, & Lee, 2013). A summary of research design, 
treatment classification and level of evidence for each study is detailed in Table 2-2. 
Table 2-2 Study design, classification and level of evidence (NHMRC grading system) 
 
All studies were independently rated for quality methodological markers by two reviewers. The 
ratings for this body of evidence were collated into three tables (Tables 2-3, 2-4 and 2-5). Table 2-3 
Study Treatment classification Design
Level of
evidence Research type
Aben et al. Stroke rehabilitation Randomized controlled trial ii Experimental
Aben et al. Stroke rehabilitation Randomized controlled trial ii Experimental
Bagley et al. Stroke rehabilitation Randomized controlled trial ii Experimental
Bakas et al. Preventive Randomized controlled trial ii Experimental
Brock et al. Stroke rehabilitation Case series iv Exploratory
Brumfitt & Sheeran Stroke rehabilitation Case series
pre-post
iv Exploratory
Chang et al. Stroke rehabilitation Randomized controlled trial ii Experimental
Corsten et al Stroke rehabilitation Case series
pre-post
iv Exploratory
Corsten et al. Stroke rehabilitation Mixed methods iv Exploratory
Cumming et al. Stroke rehabilitation Randomized controlled trial ii Experimental
Cunningham and Ward Stroke rehabilitation Multiple case series
Pre-post
iv Exploratory
Drummond et al. Stroke rehabilitation Randomized controlled trial and cohort study ii Experimental
Ekstam et al. Stroke rehabilitation Case series iv Exploratory
Erikkson et al. Stroke rehabilitation Multiple single case
A-B-A
iii-3 Experimental
Erikkson et al. Stroke rehabilitation Multiple single case
A-B-A
iii-3 Experimental
Forster et al. Stroke rehabilitation Randomized controlled trial and
cost-effectiveness study
ii Experimental
Geddes and Chamberlain Stroke rehabilitation Non-randomized controlled trial iii-2 Quasi-experimental
Graven et al. Preventive Randomized controlled trial ii Experimental
Green et al. Stroke rehabilitation Randomized controlled trial ii Experimental
Gurr et al. Preventive Mixed methods iv Exploratory
Hartke et al. Stroke rehabilitation Mixed methods iv Exploratory
Hoffman et al. Preventive Randomized controlled trial ii Experimental
Hoffman et al. Stroke rehabilitation Randomized controlled trial ii Experimental
Jones et al. Stroke rehabilitation Multiple single case A-B iii-3 Experimental
Lincoln et al. Stroke rehabilitation Randomized controlled trial ii Experimental
Marshall et al Stroke rehabilitation Case series
pre-post
iv Exploratory
Mant et al. Preventive Randomized controlled trial ii Experimental
Mead et al. Stroke rehabilitation Randomized controlled trial ii Experimental
Murray and Ray Stroke rehabilitation Single case
A-B-C-A
iii-3 Experimental
Pfeiffer et al. Treatment Randomized controlled trial ii Experimental
Pound et al. Stroke rehabilitation Mixed methods iv Exploratory
Rabin et al. Stroke rehabilitation Multiple single case
A-B-A-A
iii-3 Experimental
Raglio et al. Stroke rehabilitation Randomized controlled trial ii Experimental
Ross et al. Stroke rehabilitation Case series
pre-post
iv Exploratory
Rudd et al. Stroke rehabilitation Randomized controlled trial ii Experimental
Sackley et al. Randomized controlled trial ii Experimental
Saldert et al. Stroke rehabilitation Multiple case series
pre-post
iv Exploratory
Sansom et al. Stroke rehabilitation Pilot randomized controlled trial ii Experimental
Smith et al. Treatment Randomized controlled trial ii Experimental
Taricco et al. Stroke rehabilitation Non-randomized controlled trial iii-2 Experimental
Tamplin et al. Stroke rehabilitation Mixed methods iv Exploratory
Thomas et al. Treatment Randomized controlled trial ii Experimental
Visser et al. Preventive Randomized controlled trial ii Experimental
Wielart et al. Stroke rehabilitation Case series
Pre-post
iv Exploratory
Wolfe et al. Stroke rehabilitation Randomized controlled trial ii Experimental
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presents quality of evidence markers for RCTs and non-randomized controlled trials using ‘yes’ and 
‘no’ ratings and total score from the PEDro scale. The highest scores were 9 out of a possible 10 for 
two studies which fulfilled all criteria except report of blinding therapists to treatment allocation 
(Graven, et al., 2016; Green, et al., 2002). Eligibility criteria were provided for all studies and all 
but four studies had similar groups at baseline on key prognostic indicators (Chang, et al., 2011; 
Pfeiffer, et al., 2014; Geddes & Chamberlain, 1994; Taricco, et al., 2014). Intention to treat analysis 
was reported in 52% of studies. Eighteen of the 25 trials rated positively on more than half of the 
items and therefore would be considered high quality studies – a benchmark of ‘high’ as described 
in a previous aphasia systematic review (Cherney, Simmons-Mackie, Raymer, Armstrong, & 
Holland, 2013). The mean score for RCTs and non-randomized controlled trials was 6.44 
(SD=1.87) which indicates, on average, this group of studies met more than half of the 
methodological indicators to be considered high quality. The ratings for the single case 
experimental designs are displayed in Table 2-4 and show that three studies scored 9 out of the 
highest possible score of 10 (Eriksson, et al., 2016a; Eriksson, et al., 2016b; Murray & Ray, 2001). 
All but one study reported adequate clinical history (Jones, et al., 2009) and all studies adequately 
reported on precise, repeatable measures of target behaviours and statistical analysis. All except one 
(Rabin, et al., 2012) single participant experimental design studies met the majority of 
methodological characteristics indicative of high quality studies (Cherney, et al., 2013) with a mean 
score of 7.8 (SD=1.79). The ratings for the mixed method and case series designs are displayed in 
Table 2-5 and show that two studies scored the highest possible score of 11 (Pound, et al., 2001; 
Corsten, et al., 2015) and of the remaining three studies, two studies met more than half of the 
methodological markers (Gurr, et al., 2009; Tamplin, et al., 2013). The seven case series designs 
were reviewed using the criteria for quantitative (descriptive) studies – each scored 3 out of a 
possible 4. None of the case series designs were rated as representative of the clinical population 
due to small samples and limited variation in clinical characteristics (e.g., severity of aphasia).
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Allocation Blinding
Study
Eligibility
criteria
specified!
Grps similar
at baseline Random Concealed Participant Therapist Assessor
Measurement
of >1 key outcome in
>85% of participants
Intention to
treat analyses
Between grp
statistical
comparison
Point
measures/
measures
of variability
PEDro
Score/10
Aben et al. Y Y Y Y Y N Y Y N Y Y 8
Bagley et al. Y Y Y Y N N N N N Y Y 5
Bakas et al. Y Y Y Y N N Y Y N Y Y 7
Chang et al. Y N Y N N N N N N Y Y 3
Cumming et al. Y Y Y Y Y N Y N Y Y Y 8
Drummond et al. Y Y Y Y N N Y Y Y Y Y 8
Forster et al. Y Y Y Y Y N Y N Y Y Y 8
Geddes and Chamberlain N N N N N N N N N Y Y 2
Graven et al. Y Y Y Y Y N Y Y Y Y Y 9
Green et al. Y Y Y Y Y N Y Y Y Y Y 9
Hoffman et al. Y Y Y Y N N Y Y N Y Y 7
Hoffman et al. Y Y Y Y N N Y Y Y Y Y 8
Lincoln et al. Y Y Y N N N N N N Y Y 4
Mant et al. Y Y Y Y N N Y N Y Y Y 7
Mead et al. Y Y Y N Y N Y Y Y Y Y 8
Pfeiffer et al. Y N Y Y N N Y Y N Y Y 6
Raglio et al. Y Y Y N N N Y N N Y Y 5
Rudd et al. Y Y Y Y N N N N N Y Y 5
Sackley et al. Y Y Y Y N N Y Y Y Y Y 8
Sansom et al. Y Y Y Y N N N Y N Y Y 6
Smith et al. Y Y Y N N N Y N Y Y Y 6
Taricco et al. Y N N N N N Y Y N Y Y 4
Thomas et al. Y Y Y Y N N N N Y Y Y 6
Visser et al. Y Y Y Y N N Y Y Y Y Y 8
Wolfe et al. Y Y Y Y N N N N Y Y Y 6
!Excluded from total PEDro score; Y¼ yes (1 point); N¼ no (0 point).
Design
Observer bias
Study
Clinical
history!
Precise, repeatable
measures
of target
behaviors
1: A-B-A or
multiple
baseline
2: Baseline
sufficient
sampling
3: Treatment
sufficient
sampling
4: Data record
raw data points
Inter-rater
reliability at least
one measure
Independent
assessors
Statistical
analysis Replication Generalization
SCED
score/10
Erikkson et al. Y Y Y Y Y Y Y Y Y Y N 9
Erikkson et al. Y Y Y Y Y Y Y Y Y Y N 9
Jones et al. N Y Y Y Y N N Y Y Y N 7
Murray and Ray Y Y Y Y Y Y Y Y Y N Y 9
Rabin et al. Y Y Y N N Y N N Y Y N 5
Y¼ yes (1 point); N¼ no (0 point).!Excluded from total SCED score.
Table 2-3 Methodological quality criteria for randomized and non-randomized controlled trials using PEDro scale 
Table 2-4	Method criteria for multiple single and single-case experimental designs using the SCED-scale 
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MM studies Corsten et al. Gurr Hartke Pound et al. Tamplin et al.
Responses Yes No Can’t tell Yes No Can’t tell Yes No Can’t tell Yes No Can’t tell Yes No Can’t tell
Screening questions Clear research questions? ! ! ! ! !
Data addresses research questions? ! ! ! ! !
Qualitative Sources of data relevant to research questions? ! ! ! ! !
Analysing process relevant to research questions? ! ! ! ! !
Consideration of how findings relate to the context? ! ! ! ! !
Consideration of how findings relate to
researchers’ influence?
! ! ! ! !
QUAL score 4 2 2 4 3
Quantitative Relevant sampling? ! ! ! ! !
Sample represents population? ! ! ! ! !
Appropriate measurements? ! ! ! ! !
Acceptable response rate? ! ! ! ! !
QUAN score 4 2 2 4 3
Mixed methods MM design relevant to research questions? ! ! ! ! !
Integration of qualitative and quantitative
data (or results!)
relevant to research questions?
! ! ! ! !
Consideration of limitations associated
with integration?
! ! ! ! !
MM score 3 2 0 3 1
Total score out of 11 11 6 4 11 7
CS studies Brumfitt & Sheeran Cunningham & Ward Ekstam et al. Marshall et al. Ross et al. Saldert et al. Wielart et al.
Responses Yes No Can’t tell Yes No Can’t tell Yes No Can’t tell Yes No Can’t tell Yes No Can’t tell Yes No Can’t tell Yes No Can’t tell
Screening questions
Clear research questions (objectives)? ! ! ! ! ! ! !
Data addresses research questions? ! ! ! ! ! ! !
Quantitative (descriptive)
Relevant sampling? ! ! ! ! ! ! !
Sample represents population? ! ! ! ! ! ! !
Appropriate measure-ments? ! ! ! ! ! ! !
Acceptable response rate? ! ! ! ! ! ! !
Total score out of 4 3 3 3 3 3 3 3
Table 2-5 Method criteria for mixed methods (MM) and case series pre-post (CS) studies using the Mixed Methods Appraisal Tool 
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2.4.2.1 Intervention variables   
As discussed under methodology, interventions were classified as either directly targeting 
depression (preventive or treatment) or indirectly targeting depression through stroke rehabilitation 
interventions.  
Six of the 42 studies for analysis were preventive interventions with content designed to improve 
psychosocial functioning (Hoffman, et al., 2015; Visser, et al., 2016), and both psychosocial and 
communicative functioning for stroke survivors including people with aphasia (Gurr, et al., 2009). 
One had content designed to modify multidisciplinary rehabilitation and transition (Graven, et al., 
2016). The other two studies had content designed to modify psychosocial functioning for 
significant others (Bakas, et al., 2009; Mant, et al., 2000). 
Three studies were treatment interventions with content designed to improve psychosocial 
functioning for stroke survivors including people with aphasia, significant others or both of these 
participants groups (Pfeiffer, et al., 2014; Smith, et al., 2012; Thomas, et al., 2013). 
The majority of studies (33/42) were stroke rehabilitation interventions that measured depression 
outcomes with content designed to modify communicative functioning in 11 studies (Corsten, et al., 
2015; Lincoln, et al., 1985; Eriksson,, et al., 2016a; Eriksson, et al., 2016b; Murray & Ray, 2001; 
Brumfitt & Sheeran, 1997; Cunningham & Ward, 2013; Ross, et al., 2006; Saldert, et al., 2013; 
Wielaert, et al., 2016; Hartke, et al., 2007); psychosocial functioning for individuals with stroke and 
aphasia in 7 studies (Chang, et al., 2011; Hoffman, et al., 2007; Raglio, et al., 2017; Sansom, et al., 
2015; Geddes & Chamberlain, 1994; Jones, et al., 2009; Tamplin, et al., 2013) and for significant 
others in 2 studies (Forster, et al., 2013; Pound, et al., 2001); physical functioning in 7 studies 
(Bagley, et al., 2005; Cumming, et al., 2008; Green, et al., 2002; Marshall, et al., 2014; Mead, et al., 
2007; Rabin, et al., 2012; Taricco, et al., 2014); multidisciplinary rehabilitation and transition in 5 
studies (Drummond, et al., 2013; Rudd, et al., 1997; Sackley, et al., 2015 Wolfe, et al., 2000; 
Ekstam, et al., 2007) and cognitive functioning (Aben, et al., 2014). The participant characteristics 
and intervention descriptions of all eligible studies are presented in Tables 2-6, 2-7 and 2-8. Due to 
heterogeneity of treatment types, stroke samples, study designs and depression outcome measures, a 
statistical meta-analysis was not possible.
  
65 
 
Reference Sample size Age (years), (SD), range Sex No. of PWA Aphasia typeþ severity
Depression at baseline?
(outcome measure used) Time post onset
Preventive intervention
Bakas et al. 40 Experimental
Mean, 67.14 (16.01)
Control
Mean, 62.47 (14.29)
F 18
M 22
– – Not assessed Transition hospital to
community
Gurr et al. ] 80 – F 39
M 41
– – No (HADS) Inpatient rehabilitation
Graven et al. 110 Experimental
Mean, 68.9 (15.1)
Control
Mean, 70.9 (13.2)
F 53
M 57
– – Yes 29.1% of sample
(GDS)
Previous depression:
Experimental n¼ 11
Control n¼ 16
Transition inpatient
rehabilitation to com-
munity
Total mean length of hos-
pital stay 49.6 days
Hoffman et al. 33 Experimental coping
Mean, 63.6 (13.0)
Experimental self-manage-
ment
Mean, 60.8 (11.7)
Control
Mean, 57.0 (14.2)
F 11
M 22
Exp 3
Con 1
– No (HADS)
Yes (MADRS)
Previous depression or
anxiety:
Experimental n¼ 6
Control n¼ 1
Transition hospital to
community
Mant et al. 323 Experimental
Mean, 74.7 (10.0)
Control
Mean, 73.1 (11.4)
F 146
M177
– – No (HADS) Within 6 weeks
Visser et al. 166 Experimental
Mean, 52.17(9.67)
Control
Mean, 54.07 (10.73)
F 111
M 55
– Mild language impairment No (CES-D) however
n¼ 32 on antidepres-
sants at baseline.
Median 7.29 months
Treatment intervention
Pfeiffer et al. 122 Experimental
Mean, 73.4 (7.5)
Control
Mean, 72.9 (7.5)
F 38
M 84
Exp 25
Con 0
– Yes (MADRS) (based on
cutoff #6)
Transition hospital to
community
Smith et al. 38 Experimental
Mean, 59.9 (8.2)
Control
Mean, 59.1 (13.6)
F 0
M 38
– – Yes (CES-D) Transition
hospital to
community
Thomas et al. 105 Experimental
Mean, 68.5 (13.1)
Control
Mean, 65.5 (13.9)
F 39
M 66
105 – Yes (SADQ) Median,
8.7mo
Stroke rehabilitation intervention
Communication functioning
Brumfitt & Sheeran 6 Mean, 42.33 (11.43) F 3
M 3
6 2 fluent
1 non-fluent
3 mixed
No (HADS) (based on cut-
off #8)
Mean, 38.33mo
(41.21), 12-120mo
Corsten et al. 27 Mean, 60.85 (7.75) F 12
M 15
27 2 Global
3 Wernicke’s
8 Broca’s
5 Anomia
9 Other
No (GDS-SF) (Depression
was an exclusion
criteria)
Mean, 60.80mo (48.50),
6.5–208mo
Cunningham &
Ward
4 Mean, 63.00 (11.66) F 3
M 1
4 Mod-sev expressi-
veþ receptive deficits
Not assessed Range 4–18mo
Erikkson et al. 5 Mean, 84.4 (9.61) F 1
M 3
4 Severe
3 global
1 conduction
Yes (modified GDS) Range 10mo to 8 years
(continued)
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Reference Sample size Age (years), (SD), range Sex No. of PWA Aphasia typeþ severity
Depression at baseline?
(outcome measure used) Time post onset
Erikkson et al. 6 Mean, 61.5 (7.34) F 3
M 3
6 Mod-sev
Mix of global/efferent/affer-
ent aphasias
Yes n¼ 4 (modified GDS) Range 6–40mo
Hartke 26 Mean, 56.22 (11.17) F 12
M 14
12 Mild language problems No (CES-D) Mean, 8.37y (5.46),
1.36–18.86y
Lincoln et al. 168 Mean, 67.8 (10.1), 38-92 – 168 33 Broca’s
36 Wernicke’s
26 Conduction
38 Anomia
1 Trans-cort-sensory
13 Other
No (MAACL) 10 weeks
Murray & Ray 1 59 M 1 1 Mod non-fluent Yes (borderline) (GDS) 14y
Ross et al. 7 Mean, 68.05 (12.72),
53.03-85.11
F 2
M 5
7 Chronic mod severity Yes for n¼ 4 (HADS) Range 4–29mo
Saldert et al. 3 Mean, 61.67 (16.04), 45-73 F 2
M 1
3 1 mild dynamic
1 severe efferent
1mild-mod mixed
Yes for n¼ 2 (GDS) Range 1–5y
Wielart et al. 34 Mean, 61.7 (12) F 18
M 16
34 Mod-sev – Mean, 11.5 months
Psychosocial
functioning
Chang et al. 77 Mean, 58.86 (10.4) F 21
M 45
6 – HDS Chinese version - Mean, 136.29 days
Forster et al. 928 Experimental
Mean, 71.0 (12.76)
Control
Mean, 71.3 (12.18)
F 409
M 519
230 – – Transition hospital to
community
Geddes &
Chamberlain
53 Experimental ‘user’
Mean, 69.1 (10.2)
Experimental ’refuser’
Mean, 62.3 (7.5)
Control ‘comparison’
Mean, 69.3 (9.2)
F 24
M 29
>30% in each
group
Mod-sev expressive and
receptive deficits
Unable to assess PWA
using HADS
Range 19–197 weeks
Hoffman et al. 138 Experimental
Mean, 67.2 (15.3)
Control
Mean, 69.1 (14.8)
F 65
M 73
22 – No (HADS) Mean, 8.35 days
Jones et al. 10 Mean, 61.5 (8.1), 46-75 F 3
M 7
3 – No (HADS) (Depression
was an exclusion
criteria)
Mean, 24.2 weeks
Raglio et al. 38 Experimental
Mean, 70.4 (8.9)
Control
Mean, 75.4 (7.6)
F 22
M 16
2 – No (HADS) Rehabilitation
Sansom et al. 10 Experimental
Mean, 64.8 (20.6), 34-88
Control
Mean, 64.8 (20.6), 34-88
F 5
M 5
4 – Yes (DASS 21)
n¼ 4 mod-sev
n¼ 6 normal-mild
Transition hospital to
community
rehabilitation
Tamplin et al. 13 Mean, 58.3 (13.8), 37-82 F 3
M 10
13 Majority had Broca’s (non-flu-
ent) with
mild-sev expressive and
mild-mod receptive deficits
3 Wernicke’s (mod-sev)
Not assessed
(VAMS for mood produced
various scores)
-
(continued)
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Reference Sample size Age (years), (SD), range Sex No. of PWA Aphasia typeþ severity
Depression at baseline?
(outcome measure used) Time post onset
Cognitive functioning
Aben et al. 153 Mean, 58.0 (9.7) F 69
M 84
17 – No (CES-D), however,
experimental group of
participants <65y did
have mean depression
score in clinical range
Mean, 54mo (37.0)
Physical functioning
Bagley et al. 140 Experimental
Mean, 75.8 (11.5)
Control
Mean, 75.1 (9.4)
F 85
M 55
– 42 Global
5 with receptive and
12 with expressive deficits
Yes for experimental
group but No for con-
trol group (HADS
median) (based on cut-
off "8)
Exp
Mean, 19.5 days (12.1),
2–59
Con
Mean, 18.1 (9.2), 6-72
days
Cumming et al. 71 Experimental
Mean, 74.6 (14.6)
Control
Mean, 74.9 (9.8)
F 33
M 38
– – Yes IDA 7 days (borderline
or morbid)
Experimental n¼ 12/24
Control n¼ 21/24
Within 1 to 2 days
Green et al. 170 Experimental
Mean, 71.5 (8.7)
Control
Mean, 73.5 (8.3)
F 75
M 95
55 – No (HADS) Transition hospital to
community
Marshall et al. 11 LH stroke with aphasia
Mean, 58.1 (11.91)
LH stroke no aphasia
Mean, 52.4 (13.58)
F 2
M 9
6 3 Broca’s
1 borderline fluent
1 trans-cort
1 Wernicke’s
Yes (BDI)
(based on cutoff "9)
Range 4mo–8y
Mead et al. 66 Exercise
Mean, 72.0 (10.4)
Relaxation
Mean, 71.7 (9.6)
F 30
M 36
4 – No (HADS at 3mo) Exercise
Median, 171 days
Relaxation
Median,
147.5 days
Rabin et al. 5 Range 62-81 F 1
M 4
1 – Yes (HADS) n¼ 4 minimal-
mod
Range 19–119mo
Taricco et al. 229 Experimental
Mean, 71.8 (10.5)
Control
Mean, 70.1 (10.7)
F 82
M 147
– – Yes (GDS) Range 3–18mo
Multidisciplinary rehabilitation and transition
Drummond
et al.
93 Experimental
Mean, 70.64 (14.29)
Control
Mean, 73.65 (15.06)
F 43
M 50
– – Yes (SADQ 10) Hospital discharge
Ekstam et al. 27 Mean, 78.8 (5.9) F 18
M 9
5 – Yes for n¼ 5 at 1mo
(CES-D)
3–12 days
Rudd et al. 331 Experimental
Mean, 70(11.0)
Control
Mean, 72(12.0)
F 146
M 185
125 – Yes (HADS)
Experimental n¼ 38/126
Control n¼ 24/130
Within 1mo
Sackley et al. 1042 Experimental
Mean, 82.8 (9.1)
Control
Mean, 83.1 (9.4)
F 665
M 377
57% showed sig-
nificant language
impair-ment
Yes (GDS)
Experimental n¼ 341
Control n¼ 284
Experimental
Median, 3.17 years
Control
Median, 2.82 years
Wolfe et al. 43 Experimental
Mean, 72.0
Control
Mean, 76.0
F 25
M 18
14 – No (HADS) (based on cut-
off "8)
Transition hospital to
community
SS: stroke survivor; y: years; mo: months; PWA: people with aphasia; Depression at baseline is based on group means/single case score and cutoff provided in study or tool; Exp: experimental group; Con: control group;
F: female; M: male; - not stated in the study publication; Y: yes; N: no; LH: left hemisphere; LOS: length of stay; HADS: Hospital and Anxiety Depression Scale; MADRS: Montgomery Asberg Depression Rating Scale;
CES-D: Center of Epidemiological Studies-Depression scale; SADQ/SADQ 10: Stroke Aphasic Depression Questionnaire/10 items; GDS/GDS-SF: Geriatric Depression Scale/Short form; MAACL: Multiple Adjective Checklist;
HDS: Hamilton Depression scale; DASS 21: Depression, Anxiety and Stress Scale; IDA: Irritability, Depression and Anxiety Scale; BDI: Beck Depression Inventory.
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Reference No. of SOs Age (years), SD, range Sex
No. of SOs living
with aphasia Aphasia typeþ severity
Depression at baseline?
(outcome measure used) Relationship to SS
Preventive intervention
Bakas et al 40 Exp Mean, 56.43 (9.61)
Con
Mean, 57.84 (11.8)
F 29
M 11
– – PHQ-9
Exp Y (mild)
Con N
23 spouse
10 adult child
7 other.
Mant et al. 267 Exp
Mean, 65.1 (13.1)
Con
Mean, 63.7 (13.3)
F 180
M 87
– – Not assessed 174 spouse
64 child
29 other
Treatment intervention
Pfeiffer et al. 122 Exp
Mean, 66.7 (9.9)
Con
Mean, 65.6 (10.1)
F 95
M 27
25 – CES-D
Expþ Con Y
106 spouse/partner
15 child
1 grandchild
Smith et al. 38 Exp
mean, 55.3 (6.9)
Con
mean, 54.9 (12.9)
F 38
M 0
– – CES-D
Expþ Con Y
38 spouse
Stroke rehabilitation intervention:
Communication functioning
Cunningham &
Ward
4 – F 1
M 3
4 Mod-sev
expressiveþ receptive
deficits
HADS - 4 spouse/partner
Erikkson et al. 6 Mean 61.0 (7.54) F 3
M 3
6 Mod-sev
Mix of global/efferent/
afferent
Modified GDS
n¼ 2
6 spouse
Lincoln et al ] 94 – – 94 Range of Boston types
and other
WDI Exp Y
Con N
94 spouse
Saldert et al. 3 Mean, 55.33 (7.37), 47-
61
F 1
M 2
3 1 mild dynamic
1 severe efferent
1mild-mod mixed
GDS n¼ 2 Y 2 spouse
1 other
Wielart et al. 34 Mean 60.5 (10.6) F 17
M 17
34 Mod-sev CES-D
N
31 spouse
1 father/son
1 mother/daughter
1 sister/brother
Psychosocial functioning
Forster et al 928 Exp
Mean, 61.1 (14.64)
Con
Mean, 60.8 (13.91)
F 635
M 293
230 – – 629 partner
253 daughter/son
46 other
Geddes &
Chamberlain
27 – – – Mod-severe aphasia HADS >30% of sample Spouses, adult
children
Pound et al. 4 Range 59–72 F 4 4 Mod-very severe HADS Y Spouses
Sansom et al. ] 2 – – – – – partners
SO: significant other; SS: stroke survivor; y: years; Exp: experimental group; Con: control group; F: female; M: male; - not stated in the study publication; Y: yes; N: no; PHQ-9: Patient Health Questionnaire; CES-D: Center
of Epidemiological Studies-Depression scale; HADS: Hospital and Anxiety Depression Scale; WDI: The Wakefield Depression Inventory; GDS: Geriatric Depression Scale.
Table 2-7 Participant Characteristics: Significant others   
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Referenceþ Participant focus Tx length Setting Intervention description Facilitator of Tx
Preventive intervention
Bakas et al.
SO
8 weeks Home Telephone Assessment and Skill Building Kit
(TASK) inc tip sheets and workbook
8 weekly phone calls
Control grp: Attention control – Phone call with
active listening and paraphrasing only inc
generic brochure
Trained nurses
Graven et al.
SS
9 months Home Tx group: multimodal approach, including tele-
phone contacts, screening for adverse seque-
lae, written information, home visits, review
of goal achievement, and further referral to
relevant health services.
Control grp: usual care
PT and multidisciplinary health pro-
fessionals as required
Gurr et al.
SS
1–1.5h session per week for 2-3
weeks
Rehab Personal narrative group ‘Share your story’
No control grp
OTþ PT
(trained by clinical psychologist)
Hoffman et al.
SS
8x face to face 1 h sessions Hospital and home 2 Tx grps:
Coping skills
Self-management skills
Control grp: Usual care from rehabilitation team
Health professionals
Mant et al.
SSþ SO
Average 2xvisits (hospital and
home) and 3 phone calls
Home Patient and carer provided with a family sup-
port organizer (FSO) – intensity as required
Control grp: No FSO, usual care
Stroke association support workers
Visser et al.
SS
1.5h session per week for 8
weeksþ home exercises Out- patient rehab Tx grp: Problem solving therapy in a small
group of 3-6 participants
Control grp: Standard outpatient rehab
Trained neuropsychologist
Treatment intervention
Pfeiffer et al.
SO
3mo intensive
9mo maintenance periods
Home Problem solving intervention
2 x home visits and 18 phone calls
plus usual care and monthly newsletter
Control grp: Usual care and monthly newsletter
Clinical psychologists
Smith et al.
SSþ SO
1 session per week for approx.
10 weeks
Home Web-based peer and professional support for
male stroke survivors and female carers
Control grp: Individualized online information,
minimal support
Nursing PhD student
Thomas et al. SS Average of 9 sessions over 3
months
Home/Comm Behavioral therapy focused on pleasant activities
and participation chosen by participant
Control grp: usual care
Assistant psychologists supervised
by clinical psychologist
Stroke rehabilitation intervention
Communication functioning
Brumfitt & Sheeran
SS
1xsession per week for 10 weeks Uni Communication group therapy
No control group
Speech pathologist
Corsten et al.
SO
1xsession per week for 10 weeks
(5 face to face interviews and 7
group tx sessions)
Uni Biographic-narrative interviews and group ther-
apy
No control group
Speech pathologist
Cunningham & Ward
SS
1.5 h session per week for 5
weeks
Health center or hospital Communication partner training program Speech pathologist
Erikkson et al.
(SS) þ nurse
7-8 x 30min sessions Nursing home Communication partner training program Speech pathologists
Erikkson et al.
(SS) þ SO
6 x 90min sessions Home Communication partner training program Speech pathologists
Hartke et al.
SS
1.5h group session per week for
4–7 weeks
– Writing group
No control group but compared participants
with and without aphasia
Psychologist and stroke survivor
Lincoln et al.
SSþ SO
2x1h sessions per week for
24 weeks
Hospital Speech therapy
Control group: no speech therapy in rehabilita-
tion program
Speech pathologist
(continued)
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Referenceþ Participant focus Tx length Setting Intervention description Facilitator of Tx
Murray & Ray
SS
1h session twice per week for 8
weeks
Clinic room Relaxation training and syntax stimulation Speech pathologist
Ross et al.
SS
2 h session per week for 11
weeks
Homeþ clinic Social communication group therapy Speech pathologists & students, dis-
ability equality trainer, personal
assistants
Wielart et al Standard delivery of Partners of
Aphasic clients Conversation
training (PACT)
Clinic Communication partner training program Speech pathologists
Saldert et al.
SSþ SO
1.5 h group session per week for
6 weeks
Home visitsþ clinic at Uni Conversation partner training program Speech pathologist
Psychosocial functioning
Chang et al.
SS
1–2 h session per week for 1mo
plus regular therapy
Hospital Knowledge and behavior therapy counseling
Control grp: Regular therapy (including medica-
tions and physical rehabilitation)
Psychology graduate student
Forster et al.
SO
14 components 6 mandatory
components others provided
as needed
Hospital London Stroke carers training course (LSCTC)
structured
Control grp: usual care
Members of stroke MDT
Geddes & Chamberlain
SS
1 home visits per week by vol-
unteer and attendance at
weekly club. Duration not
specified.
Comm Volunteer Support scheme (VSS)
Control grp: those who refused VSS
Comparison grp: those likely to benefit from
VSS but did not attend
Speech pathologist, volunteer
Hoffman et al.
SS
Interview session Hospital Computer generated tailored stroke information
package provided to patient
Control grp: Generic written information pro-
vided to patient
Research nurse
Jones et al.
SS
4 weeks Home Self-management program using workbook –
patients advised to read and answer ques-
tions/reflect on sections of workbook.
Health professional
Raglio et al.
SS
20" 30min sessions, 3 times
per week
Hospital Relational active music therapy (RAMT) in
groups. Non-verbal, free expression of play-
ing music using instruments e.g., xylophone,
drums
Music therapist
Pound et al.
SO
3 interviews then 1" 2 h group
session per week for 6 con-
secutive weeks 2 follow-ups
Comm Aphasia carer support program based on auto-
biographical reports
Speech pathologist
Sansom et al.
SSþ SO
1x 30min session Rehab hospital Fact sheet received “Sexuality after stroke” plus
Sexual rehabilitation program
Control grp: Fact sheet “Sexuality after stroke”
only
Rehabilitation physician
Tamplin et al.
SS
Weekly 90min rehearsal
þ30mins social interaction 20
weeks
Comm Choir
No control grp
Speech pathologist, music therapist
Cognitive functioning
Aben et al.
SS
9" 1 h sessions twice per week Multi-Centre trial Memory self-efficacy training
Control grp: Peer support group with informa-
tion provision of stroke
Trained psychologist
Physical functioning
Bagley et al.
SS
14 consecutive daily sessions or
14 sessions in total
Hospital Oswestry Standing Frame
Control grp: 14 physical sessions without access
to the Oswestry Standing Frame
PT
Cumming et al.
SS
At least twice per dayþ SC
Typically provided over first 6–7
days post-stroke
Median total dose 167min
Hospital Very early mobilization, within 24 h of stroke
symptoms.
Control grp: Standard care. Median total dose
69min
Nurse and PT
(continued)
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Referenceþ Participant focus Tx length Setting Intervention description Facilitator of Tx
Green et al.
SS
At least 3 sessions for a max-
imum duration of 13 weeks
Comm Community physiotherapy – problem solving
approach
Control grp: No Intervention
PT
Marshall et al
SS
10 weeks Grp training phase then
home practice
Unilateral nasal breathing
Control grp: no treatment for those without
aphasia
Trained instructor, speech
pathologists
Mead et al.
SS
Both groups: 3" 75min group
session for 12 weeks
Rehab hospital Exercise training (endurance and resistance)
Control grp (as described by authors):
Relaxation training
Advanced exercise instructor
Rabin et al.
SS
3 sessions per week for 6 weeks Resident care center Brightarm therapy for upper limb motor func-
tion, cognition and psychosocial functions
OT or certified OT assistant
Taricco et al.
SS
3 patient and carer TPE sessions;
2"APA 1hr session per week
for 8 weeks
Rehab unit Adapted Physical Activity (APA) with therapeutic
patient education (TPE)
Control grp: Written information on secondary
stroke prevention, 2 follow up visits for PT in
the year post-stroke
PT
Multidisciplinary rehabilitation and transition
Drummond et al.
SS
1xhome visit Home Pre-discharge OT home visit
Control grp: No OT home visit but a pre-dis-
charge interview
OT
Ekstam et al.
SS
Mean of 8.6 visits of average
57minutes, mean duration 29
days
Home Rehabilitation at home as needed
No control grp
Stroke MDT
Rudd et al.
SS
Specialist community rehab for
up to 3mo
Comm Early discharge scheme from hospital into com-
munity therapy
Control grp: usual care
Stroke MDT
Sackley et al. Mean of 5.1 visits of average
41minutes duration for 3
months
Care home Personalized occupational therapy and training
for care workers
Control grp: usual care
OT
Wolfe et al.
SS
Maximum one daily visit from
therapist for maximum duration
3 month
Comm MDT rehab in home
Control grp: Usual community care – home
help, meals on wheels, community nurse
Stroke MDT
Tx: treatment; SO: significant other; SS: stroke survivor; grp: group; h: hour; mo: months OT: occupational therapist; PT: physiotherapist; Comm: community; Uni: university; - not available in publication; MDT: multidiscip-
linary team.
Table 2-8 Continued 
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The following section provides treatment result summaries for the strongest evidence in each 
category of prevention, treatment and stroke rehabilitation interventions. Strongest evidence was 
based on consideration of 1) level of evidence 2) meeting at least half of quality methodological 
criteria on relevant tool 3) significantly improved mood (statistical or clinical) at final post-therapy 
measure or a positive trend 3) level of description and size of aphasia sample 4) inclusion of 
qualitative findings. The details of these result summaries are presented in Table 2-9. 
2.5 Studies of preventive interventions 
The aims of the six studies included in this category varied and interventions focused on either 
stroke survivors or their significant others (Table 2-6 and 2-7). The methodological quality of the 
five RCT studies was high with scores of 7 (Bakas, et al., 2009; Mant, et al., 2000), 8 (Hoffman, et 
al., 2015; Visser, et al., 2016) and 9 (Graven, et al., 2016) on the PEDro scale (Table 2-3). There 
was one statistically significant finding between before and follow-up treatment depression scores 
in the multimodal, patient-centred approach to goal setting and achievement (Graven, et al., 2016) 
(Table 2-8). This intervention reduced depressive symptoms, however the authors reported limited 
clinical change for individuals in the treatment group on the depression rating scale. Also, the data 
of participants with aphasia was not reported separately from other stroke survivors. The findings 
warrant further investigation with a larger sample size to determine the effectiveness in reducing 
and/or preventing depression after stroke. In four studies, depression scores improved over time but 
not to a statistically significant level (Bakas, et al., 2009; Mant, et al., 2000; Visser, et al., 2016; 
Gurr, et al., 2009). Unexpectedly, Hoffman, et al. (2015) found an increase in depressive symptoms 
in the coping skills group compared to controls immediately post-intervention however this 
difference did not continue at follow-up. Clinical significance is a statistical approach to measuring 
meaningful change of depression outcomes from baseline to follow-up after psychological therapy 
(Jacobson & Truaz, 1991). Clinical significance wasn’t reported in any of the preventive studies in 
this review (Table 2-9). In summary, a multimodal approach to goal setting and achievement may 
reduce depressive symptoms in the first 12 months post-stroke but currently there is a lack of 
evidence to suggest it as a prevention strategy for depression in post-stroke aphasia.  
2.6 Studies of treatment interventions 
All three studies in this category aimed to investigate the effect of psychosocial approaches on 
depression outcome measures using RCT study designs (Pfeiffer, et al., 2014; Smith, et al., 2012; 
  
73 
Thomas, et al., 2013). The intervention was intended for stroke survivors, significant others or both 
(Pfeiffer, et al., 2014; Smith, et al., 2012; Thomas, et al., 2013) (Tables 2-6 and 2-7). The 
methodological quality was adequate with scores of 6 on the PEDro scale (Pfeiffer, et al., 2014; 
Smith, et al., 2012; Thomas, et al., 2013) (Table 2-3). The strongest evidence in favour of treatment 
for people with aphasia was the Thomas, et al. (2013) study. They found that participants allocated 
to behavioural therapy were more likely to have less depressive symptoms than those allocated to 
the control group at post-intervention and follow-up time points (Table 2-9). This study was one of 
the largest aphasia samples of studies included in this systematic review (n=105) (Table 2-6). Table 
2-9 shows that the effect sizes calculated from group means at pre- and 6 months post-intervention 
time points were small to medium for the Stroke Aphasic Depression Questionnaire (SADQ-21) 
(Sutcliffe & Lincoln, 1998) (d=0.45). There was limited representation in the sample of participants 
with moderate and severe depression. Smith, et al. (2012) had 38 participants however data on 
number of people with aphasia was unavailable (Table 2-6). There was no statistically significant 
difference for male stroke survivors in treatment versus control groups following web-based 
psychological education. However, there was a clinically significant difference for this group 
compared to controls (d=-0.049) (Table 2-9). Of all eligible studies in this review, Smith, et al. 
(2012) were the only authors to describe a parameter for clinically significant change [(at least 50% 
reduction in baseline Center for Epidemiological Studies – Depression Scale (CES-D) (Radloff, 
1997) score and decrease below CES-D cut off for higher portion of participants in treatment versus 
control)]. At the end of treatment, 33.3% of the treatment group was not depressed compared to 
baseline, compared to 25% in the control group. Smith, et al. (2012) also found a statistical and 
clinical significance when comparing spouses in the treatment and control groups. They found 
44.4% of spouses in the treatment group were not depressed compared to baseline, compared to 
11.1% in the control group. Effect sizes of depression scores were medium for spouses (d=-0.52) 
(Table 2-9). Pfeiffer, et al. (2014) also investigated carers and found a statistically significant 
improvement in depression scores in the problem-solving treatment group compared to the control 
group (Table 2-9). However, this study had methodological limitations including a difference in 
treatment and control groups at baseline (Table 2-3). All participants caring for the subsample of 
people with aphasia were allocated to the treatment group (n=25, 20% of the sample) (Pfeiffer, et 
al., 2014). In summary, there was evidence for improved mood for people with aphasia following 
behavioural therapy (Thomas, et al., 2013). Regarding web-based support (Smith, et al., 2012), 
there was limited evidence for benefit to people with aphasia, however, significant others improved 
in mood. There was also some evidence for a telephone-based support for significant others 
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(Pfeiffer, et al., 2014). Further research is required to strengthen the evidence-base of treatments 
and address methodological limitations such as small aphasia samples and unmatched treatment and 
control groups. 
2.7 Studies of stroke rehabilitation interventions 
Thirty-three studies of various aims and intervention types were categorized in stroke rehabilitation. 
The types of interventions, methodological quality and study designs varied widely across this 
category. All studies except three (Cumming, et al., 2008; Lincoln, et al., 1985; Raglio, et al., 
2017), investigated depression as a secondary outcome. The most favourable evidence for treatment 
having a positive effect on mood and depression scores was within the communicative functioning 
and psychosocial functioning subgroups.  
Within communicative functioning, five studies investigated the effect of communication partner 
training on mood (Eriksson, et al., 2016a; Eriksson, et al., 2016b; Cunningham & Ward, 2003; 
Saldert, Backman & Hartelius, 2013; Wielaert, et al., 2016) which produced different results on 
depression outcomes. The strongest evidence came from a study that found partner’s depressive 
symptoms were reduced to a statistically significant level post-training (Wielaert, et al., 2016). 
Saldert, et al. (2013) found a clinically significant change in one out of three dyads (scores for 
person with aphasia and communication partner moved from a baseline score within the depression 
range to a follow-up score in the normal range) with all participants improving in depression scores. 
In contrast, studies by Cunningham and Ward (2003) and Eriksson, et al. (2016a; 2016b) did not 
find any significant changes in depression scores pre and post communication partner training. 
Corsten, et al. (2015) studied people with aphasia but excluded those with depression. They 
investigated the effect of an adapted interdisciplinary biographic-narrative intervention on health-
related quality of life and mood. The intervention included five face-to-face in-depth interviews 
followed by seven group therapy sessions over 10 weeks. Table 2-9 shows details of mood change 
in a positive direction (not significant) with small effect sizes for the VAMS (‘sad’ (d=0.30) and 
VAMS ‘happy’ (d=0.25) after interview intervention and small effect sizes for the VAMS ‘sad’ 
(d=0.38) after group intervention. Brumfitt and Sheeran’s (1997) communication group therapy 
resulted in half of the participants improving in depression scores however this wasn’t to a 
statistically significant level.  
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Within psychosocial functioning, a multiple single case study by Jones, et al. (2009) with adequate 
methodological quality showed improvements (not statistically significant) in depression after using 
a self-management workbook. One out of 10 participants had a clinically significant change in 
depression outcome (borderline/mild depression pre-intervention to normal range post-
intervention). Participation in group music therapies appeared to benefit mood. Participants were 
significantly less depressed following an instrumental and rhythmic music program (Raglio, et al., 
2017). Tamplin, et al. (2013) and Pound, et al. (2001) had limited and variable empirical evidence 
of depression and mood outcomes. However, they reported qualitative themes of enhanced mood 
from the perspective of aphasia choir participants (Tamplin, et al., 2013) and positive psychological 
outcomes when tailored psychosocial support for significant others was provided (Pound, et al., 
2001). Qualitative themes relevant to mood and psychological functioning found in 3 studies are 
presented in Table 2-9.  
In summary, it is difficult to attribute changes to the different intervention types presented here as 
all, except one study (Raglio, et al., 2017) did not have a comparison or control group. These 
interventions may help to enhance mood however further research is needed to evaluate their 
feasibility and effectiveness in preventing or treating depression after stroke for people with 
aphasia.
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Referenceþ partici-
pant grp (Stroke
Subject (SS) or
Significant Other
(SO)
Grade level
of evidence PEDRO SCED MMAT
Outcome measur-
eþ baseline (T0) ver-
sus end of treatment
p-value (outcome)
Change
after Tx
Effect size (Cohen’s d
unless otherwise
stated)
Clinically significant
change?
Qualitative
themes
Preventive intervention
Bakas et al.
(SO)
ii 7 NA NA PHQ-9 (12weeks)
p¼ 0.17
N PHQ-9 partial eta 0.05
(small)
– NA
Graven et al.
(SS)
iii 9 NA NA GDS-15 (12 months)
significant differ-
ence between
treatment and con-
trol groups with
respect to the
severity of depres-
sive symptoms
R2¼0.366; F (6,
89)¼ 8.57;
p< 0.005
Y – Authors report cau-
tion about clin-
ical significance
with difference
in groups
equivalent to
one item on the
GDS-15
NA
Mant et al.
(SSþ SO)
ii 7 NA NA HADS (SS) p¼ 0.12 N – – NA
Visser et al.
(SS)
II 8 NA NA CES-D (12 months)
p¼ 0.577
N – – NA
Treatment intervention
Pfeiffer et al.
(SSþ SO)
ii 6 NA NA CES-D (SO) p< 0.05
MADRS (SS) p> 0.05
Y
N
CES-D -0.37 (small)
–
–
–
NA
Smith et al.
(SSþ SO)
ii 6 NA NA CES-D (SO) p< 0.01
CES-D (SS) p> 0.05
Y
N
CES-D (SO) -0.52
(medium)
CES-D (SS) -.049
(medium)
Y
Y
NA
Thomas et al.
(SS)
ii 6 NA NA SADQ-21 p¼ 0.045
VAMS “sad” p¼ 0.233
Y
N
SADQ-21 0.45 (small
to medium)
– NA
Stroke rehabilitation intervention
Brumfitt & Sheeran
(SS)
iv NA NA 3/4 Post group Tx
HADS p¼ 0.44
N No SS clinically
depressed but
3/6 improved in
mood. Improved
mood associated
with positive
change in reac-
tions to speak-
ing situations.
Corsten et al.
(SS)
iv NA NA 3/4 Post interviews
VAMS “sad” p¼ 0.08
VAMS “happy”
p¼ 0.01
Post group Tx
VAMS “sad” p¼ 0.32
VAMS “happy”
p¼ 0.23
N
Y
N
N
Post interviews
VAMS “sad” 0.30
(small)
VAMS “happy” 0.25
(small)
Post group Tx
VAMS “sad” 0.38
(small)
VAMS “happy” -0.02
(small)
– PWA: agency (e.g.,
self-efficacy),
control, disease
concept and
doing things.
Raglio et al. (SS) ii 5 NA NA HADS-D p¼ 0.016 Y – – NA
Saldert et al.
(SSþ SO)
iv NA NA 3/4 p-value -
GDS point score Y – N
NA
(continued)
Table 2-9 Results summary of the strongest evidence for depression specific prevention or treatment or as part of stroke 
rehabilitation 
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Referenceþ partici-
pant grp (Stroke
Subject (SS) or
Significant Other
(SO)
Grade level
of evidence PEDRO SCED MMAT
Outcome measur-
eþ baseline (T0) ver-
sus end of treatment
p-value (outcome)
Change
after Tx
Effect size (Cohen’s d
unless otherwise
stated)
Clinically significant
change?
Qualitative
themes
difference
Dyad 1 PWA -2; CP -1
Dyad 2 PWA -11; CP-5
Dyad 3 PWA -2; CP -1
Y
Y
Y
N
Jones et al
(SS)
iii-3 NA 7 NA p> 0.05 (one-tailed) N – Y
n¼ 1
NA
Tamplin et al.
(SS)
iv NA NA 7/11 – – – – subsample of PWA
and SO:
increased confi-
dence,
enhanced
mood, increased
motivation
NA: not applicable; - not available in publication; PEDro: Physiotherapy Evidence Database quality scale; SCED: single case experimental design quality scale; TO: baseline time point; Tx: treatment; SO: significant other;
SS: stroke survivor; Cx: control group; PHQ-9: Patient Health Questionnaire 9 depression items; HADS-D: Hospital Anxiety and Depression Scale – depression scale; PWA: people with aphasia; MADRS: Montgomery Asberg
Depression Rating Scale; CES-D: Center of Epidemiological Studies-Depression scale; SADQ-21: Stroke Aphasic Depression Questionnaire 21 items; VAMS: visual analog mood scale; GDS: Geriatric Depression Scale; r: correl-
ation value.
Table 2-9 Continued  
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2.7.1 Communication adaptations for people with aphasia  
Overall, there was a lack of information about strategies to optimize communication within the 
interventions for people with aphasia. Few studies described tailoring the interventions to the 
individual needs of participants with aphasia (Thomas, et al., 2013; Saldert, et al., 2013; Corsten, et 
al., 2015; Hoffman, et al., 2015). Studies described use of augmentative communication such as 
pictograms and visual analogue scales to rate mood (Corsten, et al., 2015) and the helpfulness of 
intervention at follow-up (Gurr, et al., 2009). There was also description of simplified language and 
enlarged font size in questionnaires and assistance by a significant other to complete questionnaires 
as required (Graven, et al., 2016) or by reading questions out and encouraging the person with 
aphasia to gesture or point to a choice of responses (Gurr, et al., 2009). Regarding group therapy, 
some adaptations for people with aphasia were establishing group rules about confidentiality, turn-
taking and listening (Gurr, et al., 2009; Corsten, et al., 2015). Augmentative strategies within group 
sessions included displaying topics on flipcharts to facilitate comprehension and support short-term 
memory; regularly checking that participants’ responses were understood correctly (Gurr, et al., 
2009). Studies also used different mediums such as written information, audio CDs and/or videos 
(Saldert, et al., 2013; Hoffman, et al., 2015); online talking, online videos and email with technical 
support provided (Smith, et al., 2012). Two studies described the training and skills of therapy 
facilitators in supported communication (Corsten, et al., 2015; Thomas, et al., 2013). In the 
Thomas, et al. (2013) study, the assistant psychologists were provided with a therapy manual for 
supported communication. They used participants’ personal communication resources such as 
photographs, letter charts and pictures. Speech and language therapists who facilitated therapy in 
the Corsten, et al. (2015) study were described as “communication brokers” who encouraged shared 
discussion and provided one to one assistance within individual interviews and group sessions. 
2.7.2 Summary of best evidence for people living with aphasia 
The final aim was to translate the findings of this review into interventions that may be considered 
within stepped psychological care after stroke for people living with aphasia (Kneebone, 2016). The 
small number of studies, small samples of people with aphasia and heterogeneity of studies are 
acknowledged. The following interventions presented in Table 2-10 are offered as interventions to 
be considered in conjunction with multidisciplinary and medical care. They are suggested as the 
best evidence available based on the research evidence from this review and the rehabilitation needs 
of people living with aphasia. There is a lack of evidence to suggest preventive interventions for 
depression in people with aphasia at level one of stepped psychological care after stroke. However, 
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some interventions may enhance mood for people with aphasia but are not suggested as a 
prevention or treatment for depression (Corsten, et al., 2015; Graven, et al., 2016; Bakas, et al., 
2009; Mant, et al., 2000; Raglio, et al., 2017; Jones, et al., 2009; Saldert, et al., 2013; Wielaert, et 
al., 2016; Pound, et al., 2001; Tamplin, et al., 2013; Brumfitt & Sheeran, 1997). At level two, 
people with aphasia and mild depression may benefit from behavioural therapy (Thomas, et al., 
2013). There was limited evidence that people with aphasia benefit from web-based support 
however, significant others may improve in mood (Smith, et al., 2012) following this mode of 
support. Significant others may also improve in mood with telephone-based support (Pfeiffer, et al., 
2014). No evidence was found to suggest interventions for people with post-stroke aphasia who 
present with moderate to severe depression and challenging behaviours (Table 2-10).  
Table 2-10 Summary of best evidence for stepped psychological care in post-stroke aphasia 
 
  
Reference
Level of
evidence
Method quality
rating Participant group
Treatment
classification Intervention description
Level 1
All people with aphasia after stroke with sub-threshold mood symptoms (to enhance mood)
Graven et al. (SS) ii 9/10 SS inc PWA Preventive Multimodal approach to indi-
vidualized goal setting and
achievement
Mant et al. (SSþ SO) ii 7/10 SSþ SO inc PWA Preventive Family support for stroke
Bakas et al. ii 7/10 SO Preventive Telephone assessment and
skill building
Corsten et al. iv 11/11 PWA Stroke rehab Biographic-narrative therapy
Raglio et al. ii 5/10 SS inc PWA Stroke rehab Music therapies
Tamplin et al. iv 7/11 PWA Stroke rehab
Jones et al. iii-3 7/10 SS inc PWA Stroke rehab Self-management workbook
Saldert et al. iv 3/4 PWAþ SO Stroke rehab Communication partner
training
Wielart et al. iv 3/4 SO Stroke rehab
Pound et al. iv 11/11 SO Stroke rehab Psychosocial group support
Brumfitt & Sheeran iv 3/4 PWA Stroke rehab
Level 2
People with aphasia after stroke with mild symptoms of depression
Thomas et al. ii 6/10 PWA Treatment Behavioral therapy
Smith et al. ii 6/10 SS inc PWA and SO Treatment Web-based psychosocial
support
Pfeiffer et al. ii 6/10 SO Treatment Telephone-based problem
solving
Level 3
People with aphasia with severe symptoms requiring specialist mental health service
More research evidence
required for Levels 3 & 4
Level 4
People with aphasia with severe symptoms and challenging behaviors
SS: stroke survivor; SO: significant other; PWA: people with aphasia.
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2.8 Discussion 
This review found some interventions that may be considered within level one and two of stepped 
psychological care for people with post-stroke aphasia and their significant others. More evidence is 
required to identify effective prevention and treatment interventions for depression in this 
population. The findings of this review are important for setting a research agenda.  Future studies 
may address methodological limitations as outlined in the following sections.  
2.8.1 Lack of inclusion and description of people with aphasia in the stroke sample 
In an earlier review of assessment methods for depression in post-stroke aphasia, Townend, et al. 
(2007) suggested that participants with aphasia were not included in studies or characteristics of this 
population were inadequately described. Results of the current systematic review concur. Almost 
half of potentially relevant studies were excluded for the reasons that people with aphasia were 
excluded or there was inadequate report of this subsample within stroke studies.  Of the eligible 
studies, many did not specify the number of people with aphasia as research participants or provide 
a description of aphasia severity or type. Those that did report on aphasia descriptors varied in 
terminology which reflects the lack of a common method in reporting variables and the need for a 
minimum data set in aphasia studies.  People with aphasia fall into a high-risk group for depression 
within the stroke population. This is evident in the incidence rate and predictors of distress which 
include expressive communication deficits (Kauhanen, et al., 2000; Thomas & Lincoln, 2008; 
Hilari, et al., 2010). People with aphasia need to be included in stroke studies addressing depression 
and mood to discover effective and suitable interventions and to avoid a research bias of stroke 
population studies. The inclusion of the subsample needs to be adequately reported.  
2.8.2 Insufficient detail about the intervention  
The review aimed to broadly search for all interventions that may have had a positive impact on 
depression as either a primary or secondary outcome. This led to interventions that varied widely in 
aims and designs. For the purpose of this review, studies were classified based on conceptual 
frameworks of mental health (Mendelson, et al., 2012) and the International classification of 
function and disability (WHO, 2001). Classifications were approximated due to limitations in the 
report of: i) confirmed depression diagnosis (e.g., emotional distress, transient depressive symptoms 
versus major depression), ii) aims (e.g., reduction in symptoms versus reduction in incidence within 
sample) and iii) time post-onset of intervention (early versus chronic). Most intervention 
descriptions were adequate however details on treatment procedures such as adaptation of 
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communication strategies, the type of feedback provided to participants and the setting for 
interventions were not always clear across the studies. Some interventions were a mix of education, 
counselling, therapy and/or social activity which also makes it difficult to delineate the ‘active 
ingredients’ of the intervention that may have led to the results. Other factors resulting in difficult 
interpretation of results was variable intensity and duration of interventions and analysis of case 
series or case studies where no control group or comparison was included.  
2.8.3 Uncertainty around cut offs in depression outcome measures.  
Fourteen different depression outcome measures were used across all eligible studies (Cobley, et 
al., 2012; Sutcliffe & Lincoln, 1998; Radloff, 1977; Stern, Arruda, Hooper, Wolfner, & Morey, 
1997; Zigmond & Snaith, 1983; Kroenke, et al., 2001; Montgomery & Asberg, 1979; Zuckerman & 
Lubin, 1965; Snaith, Ahmed, Mehta, & Hamilton, 1971; Hamilton, 1960; Lovibond & Lovibond, 
1995; Beck, et al., 1996; Yesavage, et al., 1983; Snaith, Constantopoulos, Jardine, & McGuffin, 
1978). 
As noted in recent studies (Burton & Tyson, 2015; Van Dijk, et al., 2016), methodological 
limitations of psychometric studies on depression outcome measures impact the ability to 
recommend appropriate cut-off points for depression after stroke. Often it was difficult to ascertain 
diagnosis of depression and sensitivity of tools and methods in detecting clinically significant 
changes after an intervention. The variation in depression outcome measures and lack of clinical 
interviewing for depression reflects the lack of a standard when describing depression in aphasia 
and stroke populations.   
2.8.4 Unclear detail on the timing of interventions  
Prevention should occur within 4 to 6 weeks of stroke and continue for 6 months to adequately 
measure treatment effects (Hackett, et al., 2008). Approximately a third of the studies did not 
provide clear data on time post-stroke onset. The majority of studies had short periods of therapy 
(less than 3 months) with a lack of follow-up measures. This suggests that further well-designed 
studies specifically addressing prevention and treatment of depression after stroke for people with 
aphasia are required. The findings of an Australian aphasia psychosocial trial in progress (Worrall, 
et al., 2016) and a behavioural activation therapy trial in the United Kingdom (Thomas, et al., 2016) 
will further develop knowledge in this area. In stroke studies, separate data sets and adaptation of 
interventions for individuals with aphasia is required. It is necessary to delineate between phases of 
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post-stroke recovery, age and variables of severity for aphasia and depression. The report of 
parameters for achieving clinical significance in studies would also be beneficial. 
2.8.5 Future directions of stepped psychological care after stroke in aphasia 
rehabilitation 
The stepped psychological care model demonstrates that the prevention and treatment of depression 
after stroke requires stroke multidisciplinary care and specialized mental health care, particularly 
for those with moderate and severe symptoms. Level one of stepped psychological care after stroke 
includes psychological assessment (including depression) for every person with aphasia using 
appropriate clinical tools and adapted communication strategies and observation (Kneebone, 2016; 
Townend, et al., 2007). Following this, individuals require preventive care such as psychological 
education and monitoring of symptoms. There has been growth of implementation of assessment 
and intervention in stroke care in the United Kingdom and Australia (National Health Service 
Improvement, 2011; Kneebone, 2016). However, further research is needed to build the evidence-
base for treatments at levels two, three and four. In addition, the model of stepped psychological 
care after stroke requires further research to evaluate effectiveness in managing depression for 
people with aphasia. This systematic review has added to the knowledge of interventions that may 
be considered at level one and two only of stepped psychological care based on research evidence. 
Future studies should include people with aphasia and moderate to severe depression after stroke.  
2.9 Conclusions 
People living with aphasia after stroke are at high risk of psychological problems and most 
commonly, depression. Stepped psychological care after stroke can be delivered for every person 
with aphasia inclusive of their significant others. This systematic review has found interventions 
that may be considered within levels one and two of stepped psychological care for people with 
aphasia in conjunction with multidisciplinary and medical care. Further research efforts are required 
to strengthen the evidence-base and adapt preventive and treatment interventions for depression 
after stroke in aphasia rehabilitation.  Also, further efforts are required to support clinicians in 
applying features of stepped psychological care such as assessment, psychological education and 
best available evidence for therapeutic interventions.  
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Chapter 3  
Stroke health professionals’ management of depression after 
post-stroke aphasia: a qualitative study 
Chapter 1 provided an overview of evidence that more psychological care is needed after stroke and 
aphasia. As shown in the systematic review presented in Chapter 2, evidence is available that can 
inform and guide the provision of interventions for mood problems and depression after aphasia. 
Communication barriers as a consequence of aphasia can provide further challenges for stroke 
health professionals. Studies highlight that health professionals have difficulty providing 
interventions such as counselling. They also report challenges in implementing clinical guidelines 
into practice. The management of depression after post-stroke aphasia requires the collaborative 
efforts of the stroke multidisciplinary team (Kneebone, 2016). Understanding the clinical practice 
of stroke health professionals is a necessary component in conceptualising the evidence-practice 
gap (Dollaghan, 2007). Therefore, Chapter 3 explores current practice for managing depression after 
post-stroke aphasia from the perspective of stroke health professionals.  
The content of this chapter is currently under peer-review with the journal, Disability and 
Rehabilitation: Baker, C., Worrall, L., Rose, M., & Ryan, B (2018a). Stroke health professionals’ 
management of depression after post-stroke aphasia: a qualitative study, Disability and 
Rehabilitation (under review). Formatting has been modified to match the style of this thesis.  The 
content remains as submitted, except for the following: the Introduction and Discussion sections 
refer the reader to Chapters 1 and 5 for detail on the perspectives of people with aphasia and their 
significant others regarding their experiences and current practice. Also, references to Appendices 
A, B-1, B-3 and B-4 have been added to the Method and Results sections. 
  
  
86 
3.1 Abstract 
Background  
People with post-stroke aphasia commonly experience mental health conditions, with depression 
having a high prevalence. An understanding of current practice may inform ways to improve 
psychological care for people with aphasia.    
Aim 
To describe current practice for managing depression after post-stroke aphasia from the perspective 
of stroke health professionals.  
Method 
Five semi-structured focus groups were conducted with 39 stroke health professionals across the 
care continuum. Focus groups were transcribed verbatim and analysed using the method of 
Interpretive Description.  
Results 
Analysis of verbatim transcripts revealed four core themes: 1) concomitant aphasia and depression 
after stroke is a challenging area of rehabilitation, 2) mood difficulties and depression are not 
always a high stroke rehabilitation priority, 3) approaches to identification and management are ad 
hoc, and 4) stroke health professionals are trying to bridge the gap between clients’ psychological 
care needs and limited services. Sub-themes were also identified. 
Conclusion 
This study demonstrates that health professionals are challenged by and limited in managing 
depression after post-stroke aphasia. Health professionals have the opportunity to improve services 
through the translation of evidence-based interventions. The integration of mental health care into 
stroke rehabilitation may be achieved through policy development, leadership and specialist 
training, 
Keywords: acquired language disorder; communication disability; mood disorder; cerebrovascular 
disease; psychological care; mental health.  
  
87 
3.2 Introduction 
Commonly, people experience serious mental health conditions after stroke and current audit 
reports demonstrate a lack of psychological care linked to reduced resources (Canadian Stroke 
Network, 2011; Royal College of Physicians, 2017; National Stroke Foundation, 2014–16). This is 
a major concern due to the negative impact of common mental health conditions such as depression 
on post-stroke rehabilitation outcomes, mortality, morbidity and quality of life (Morris, et al., 1993; 
Hadidi, et al., 2009). Approximately 30% of the stroke population experience aphasia, an acquired 
language disorder affecting the ability to talk, understand, read and write (Pedersen, et al., 1995; 
Flowers, et al., 2016). Due to these communication barriers, it may be difficult for stroke health 
professionals to utilise psychological talk-based assessments and therapies that are commonly used 
for the management of depression in the general population (Townend, et al., 2007). Even if 
depression is identified in the hospital setting, there is rarely psychological follow-up (National 
Stroke Foundation, 2014–16) and there is limited evidence of effective psychological therapies to 
support the communication, emotional and social needs of people with aphasia (Baker, et al., 2017). 
Depression after stroke is common with an averaged incidence of approximately a third of the entire 
stroke population, up to 5 years post-onset (Hackett & Pickles, 2014). In the broad context of stroke 
studies, a recent review of post-stroke depression provided a comprehensive description of 
diagnosis, incidence and prevalence, risk factors and etiological mechanisms (Robinson & Jorge, 
2016). For one third of the stroke population who have aphasia (Berthier, 2005), the prevalence of 
depression is approximately 60% at one year post-stroke (Kauhanen, et al., 2000). It is evident that 
people with aphasia appear to experience a greater level of negative psychological impact compared 
to stroke survivors and healthy peers without aphasia (Cruice, et al., 2006; Hilari, 2011). The 
incidence of depression may be related to the impact aphasia has on self-identity (Brumfitt, 1993), 
social isolation (Davidson, et al., 2008) and reduced quality of life (Hilari, Needle & Harrison, 
2012). It may also be related to the biological factors such as brain injury post-stroke (Whyte & 
Mulsant, 2002) or the interaction between genes and environment that can occur in major 
depression (Niculescu, 2013). The experiences of people with aphasia and their significant others 
are an essential source of information to understand current practice. These perspectives are 
detailed in Chapters 1 and 5.  
A team approach to clinical assessment, prevention and management of depression in post-stroke 
aphasia is necessary. Data on current practice in aphasia rehabilitation and psychological care are 
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emerging and have largely focused on the reports of speech pathologists (Rose, et al., 2014; 
Sekhon, et al., 2015; Northcott, et al., 2017; Northcott, et al., 2018). Studies have shown that many 
speech pathologists lack confidence and require extra training to support the emotional needs of 
people with aphasia (Sekhon, et al., 2015; Northcott, et al., 2017; Northcott, et al., 2018). Similarly, 
one study showed that psychiatrists report low confidence in diagnosing depression from clinical 
interviews and observations of people with aphasia (Townend, et al., 2007).  
One of the most relevant studies in this area explored speech pathologists’ perspectives in 
addressing psychosocial needs after post-stroke aphasia through six focus groups (Northcott, et al., 
2018). Two areas of exploration included scope of practice of speech pathologists and their working 
relationship with mental health professionals. The study found that there was no consensus on the 
scope of practice for speech pathologists in managing psychosocial and emotional problems after 
aphasia. Many speech pathologists perceived value in addressing psychological well-being but also 
felt uneasy about deviating from language and communication therapy. Regarding working with 
mental health professionals, some speech pathologists described clinical psychologists who directly 
provided services to people with marked aphasia and their families while also providing support to 
the stroke multidisciplinary team to provide holistic care. However, a main theme identified was 
that speech pathologists perceived many psychologists did not consider people with aphasia to be 
‘appropriate candidates’ for therapy due to their communication disability. Hence, the complexity 
of communication and mood disorders after stroke may therefore require the expertise of a range of 
health professionals. This is due to post-stroke depression and aphasia negatively impacting on a 
range of communicative, physical, cognitive, social and emotional domains of function.  
There is a lack of information that considers a multidisciplinary team approach to managing 
depression after post-stroke aphasia. Recently, stepped psychological care after stroke was 
described as a multidisciplinary framework to triage patients up and down levels of treatment with 
various ‘intensity’ depending on the severity of mood symptoms (Kneebone, 2016). It is a 
framework of service delivery discussed in the context of other models of care (e.g., matched and 
collaborative care) in the recent United Kingdom stroke clinical guidelines (Intercollegiate Stroke 
Working Party, 2016). However, in order for stroke health professionals to facilitate improved 
psychological care through the implementation of such guidelines, a conceptual understanding of 
current practice must first be developed.  
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Collectively, knowledge of the experiences of stroke health professionals will strengthen promotion 
of professional roles and responsibilities. Gathering diverse perspectives of teams working across 
acute, inpatient rehabilitation and community settings will increase the understanding of the 
management of depression and post-stroke aphasia across different environments and phases of 
stroke rehabilitation. The perspective of members of the stroke team is vital due to a shared 
responsibility and accountability for the psychological care and communicative needs of people 
with post-stroke aphasia. The aim of this research is to expand on current research and describe 
current practice for the management of depression after post-stroke aphasia.  
3.3 Method 
3.3.1 Study design 
The study used a qualitative research design that adhered to the COnsolidated criteria for REporting 
Qualitative research (COREQ) (Tong, Sainsbury, & Craig, 2007) (see Appendix B-1), using focus 
groups within an Interpretive Description methodology (Thorne, 2016). Focus groups were selected 
as the method for data collection due to their strength in opportunity, “to meet distinct individuals 
each with some experiential knowledge about a phenomenon and see what happens when they 
engage in interaction with one another” (Thorne, 2016, p. 121), mimicking elements of team 
functioning. Gathering perspectives through focus groups has also been used to investigate 
perspectives of health professionals on self-management after stroke (Satink, Cup, De Swart, & 
Nijhuis-van der Sanden, 2015). In this study, all focus group transcripts were analysed using 
Interpretive Description which is an approach derived from two sources:  1) an actual clinical 
practice goal, and 2) an understanding of what we do and do not know on the basis of empirical 
evidence (Thorne, 2016). The rationale for use of Interpretive Description was its provision of a 
methodological direction that allows generation of a clinical research question.  The method 
enabled the researcher to gather data directly from the ‘field’ (e.g., clinical setting) using a logical 
sequence of analysis and interpretation (see Table 3-2). There was an exploration beyond what is 
known (clinical wisdom) in order to generate new knowledge and insights (Thorne, 2016). 
Additionally, the non-prescriptive approach of Interpretive Description allowed for the use of a 
semi-structured approach to the topic schedule for the focus groups (see Appendix B-2).  
3.3.1.1 Participants 
Approximately 60 health professionals were invited to participate in the research. A total of 39 
stroke health professionals, 32 females and 7 males, participated in the study, with an average mean 
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of 14.7 years of clinical experience (SD 11.51, range 1.0–40.0). Details of participating sites and 
participants are described in Table 3-1. Known reasons for not participating included: other clinical 
or teaching commitments, rotation of clinical role to other hospital sites, or sick leave at the time of 
the focus group. 
3.3.1.2 Recruitment 
Participants were recruited from one regional and two metropolitan health networks from two 
Australian states (Victoria and South Australia). Two focus groups were conducted in the regional 
health network, at separate locations within the acute and inpatient rehabilitation hospitals. Three 
focus groups were conducted in the metropolitan health networks, with two at inpatient rehabilitation 
hospitals and one within outpatient community health. This research had ethics approval from The 
University of Queensland Behavioural and Social Sciences Ethical Review Committee and multi-
site ethics approval from Melbourne Health Human Research Ethics Committee (see Appendix A). 
Site-specific research governance approval was also gained from each health network. 
3.3.1.3 Selection criteria 
Participants were eligible for the study if they were a health professional currently working with a 
stroke caseload, with experience working with people with post-stroke aphasia and were able to 
participate in a focus group conducted in English. Participants were not eligible if they were student 
clinicians or volunteers. 
3.3.1.4 Sampling procedure 
We aimed to recruit participants from a range of hospital and community settings. A purposive 
sampling strategy was used to identify sites based on health network location and service to capture 
a diversity of experiences. Sampling criteria included: metropolitan or regional services; whether 
the service was supported by a clinical psychologist within the stroke team; phase of care post-stroke 
(acute, inpatient rehabilitation and community). A range of stroke health professionals were sought, 
criteria included: professional discipline; level of clinical experience; level of aphasia caseload.  
3.3.1.5 Data collection  
Each participant participated in one of five semi-structured focus groups about their experience of 
managing depression after post-stroke aphasia. All participants participated in the focus group with 
their stroke health professional colleagues at their place of work, in team meeting rooms within the 
hospital and/or community health centre.  
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The focus groups were semi-structured around a topic guide, which was used as a framework for 
discussion with a conversational style amongst participants and the focus group facilitator (first 
author and researcher). Current practices were explored through discussion of four topic areas:  
1) current management of depression after post-stroke aphasia, 2) how depression is 
screened/diagnosed, 3) what interventions help to improve mood difficulties or treat depression, and 4) 
how significant others are supported, including their own psychological care needs.  
The facilitator allowed flexibility of discussion and interaction by encouraging further description 
or clarification through prompting or follow-up questions. The facilitator also aimed to check and 
confirm understanding participant responses by providing brief summations and sharing 
interpretation of responses throughout the focus group.  
Focus groups ran for an average mean duration of 68.6 minutes (SD=9.40) and were audio-recorded 
and transcribed verbatim by a professional transcription service and the facilitator. In addition, the 
facilitator (or assistant in focus group 1 only) made field notes during and after the focus groups, 
noting the following details: date, time, location of focus group, number and type of disciplines 
represented, environment, distractions and interruptions, interactions between participants, areas of 
agreement and disagreement, contrasts in opinions or ideas, and emerging themes and 
interpretations of focus group discussion.  
3.3.1.6 Analysis of focus group transcripts 
The processes of data analysis using Interpretive Description are detailed in Table 3-2. 
All analysis was conducted using qualitative analysis computer software NVivo 11 (QSR, 2015) in 
addition to notes and drawing of concepts using pen and paper. An ‘iterative’ process of analysis 
and writing occurred across the stages to check that ‘new’ emerging themes fit with transcripts that 
may have been analysed earlier. This led to the development of core themes that integrated data 
from all focus groups.  
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Table 3-1 Details of participating sites and participants 
Focus 
group 
  
REGIONAL Gender 
(n) 
Clinical 
experience  
Mean years, SD, 
(range) 
Reported proportion of aphasia 
caseload (n) 
Professional discipline 
F M ≤ 
25% 
>25–
50% 
>50–
75% 
>75% SP N OT CP PT SW AHA M 
1 ACUTE 7 0 10, 11.29, (2.5–35) 4 3 - - 2 2 1 1 1 - - - 
2 INPATIENT 
REHAB 
3 3 9.92, 7.72, (1–22) 1 3 2 - 2 1 1 1 1 - - - 
Focus 
group 
  
METRO-
POLITAN 
Gender 
(n) 
Clinical 
experience  
Mean years, SD, 
(range) 
Reported proportion of aphasia 
caseload (n) 
Professional discipline 
F M ≤ 
25% 
>25–
50% 
>50–
75% 
>75% SP N OT CP PT SW AHA M 
3 INPATIENT 
REHAB 1 
7 1 17.75, 9.82, (5–31) 1 5 2 - 2 2 - 1 1 1 1 - 
4 INPATIENT 
REHAB 2 
10 3 17.96, 13.33, (1.5–
40) 
4 4 5 - 4 2 1 - 1 1 1 3 
5 COMMUNITY 
SERVICE 
5 0 13.7, 12.81, (2–30) 3 1 - 1 2 - - - 1 1 1 - 
n number of participants; SD standard deviation; SP speech pathology; N nursing; OT occupational therapy; CP clinical psychology; PT 
physiotherapy; SW social work; AHA allied health assistant; M medicine; - not represented in group 
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3.3.1.7 Rigour 
The researchers made decisions on data analysis together through a process of peer debriefing. This 
involved discussion of extracts of transcripts, grouping of codes and emergent themes to ensure 
reasonableness of interpretations made. Discussion was facilitated through use of an audit trail 
(Rodgers & Cowles, 1991). In this study, the audit trail documented a record of evidence of raw 
Table 3-2 Interpretive description processes for data analysis (Thorne, 2016) 
Process description  Process summary 
Early immersion in the 
data 
Repeatedly reading transcripts to make notes (e.g., memos) and 
develop a sense of meaning. Re-listening to audio recordings for 
contextual information regarding interactions and discussion 
Initial ‘open’ coding Used for concept and category recognition across all transcripts. 
Open coding enabled the identification of distinct ‘first level’ concepts 
that formed the basic units of analysis. For example, ‘identifying a 
mood problem’ was found as a basic unit in open coding 
Ongoing ‘axial’ coding Used to group and relate codes together which emerged within the 
basic units of ‘open’ codes. Used concepts and categories while re-
reading the text to a) confirm concepts and categories accurately 
represent participant responses and b) allow for exploration of how 
concepts and categories relate to each other. For example, the 
concept ‘identifying a mood problem’ with two categories ‘use of 
mood screening tools’ and ‘observation of patient behaviours’, the 
axial code is a phrase like “a mix of formal tools and observation 
helps to identify a mood problem.” 
Understanding 
relationships 
Extending on concepts to develop themes and sub-themes by 
searching for similarities, differences and contradictions in concepts 
Sustained active 
analysis and 
interpretation 
Allowing time and effort in analysis to reach meaningful findings, 
mindful of personal and interpretive bias. Formation of summary 
table with emerging themes and corresponding codes, exemplar 
quotes and interpretations. 
Confirming and 
expanding 
Using self-reflection to form rationales for themes (e.g., “What am I 
seeing and why?”) and follow-up with participants regarding overall 
theme findings to find deeper meaning and usefulness in findings. 
Seeking outliers and 
critical self-reflection of 
analysis 
Finding concepts that may not have been identified by 
acknowledging published literature and reflections from expert 
clinicians. 
Conceptualising 
findings 
Creating a hierarchy of findings, working towards building the 
‘whole’ of the findings through thematic description (Morse, 1994).  
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data (e.g., focus group transcripts and field notes); data analysis products (e.g., hierarchy of grouped 
codes, sub-themes and themes) and data synthesis products (e.g., interpretations and drafts of 
results). The researchers acknowledge their backgrounds in speech-language pathology practice and 
research with people with aphasia, as this may be one source of bias in analysis and interpretation 
of the data. Immediately following the focus groups, participants had the opportunity to complete 
an ‘open’ questionnaire in order to gather further written comments about the topic which were 
included in analysis (Question 1:  Do you have any additional comments about the focus group 
discussion of managing mood, in particular depression for people with aphasia after stroke? 
Question 2: Do you have any feedback of questions about the focus group?). The methodology of 
Interpretive Description does not use ‘member checking’ in which the researcher returns to 
participants to check the understanding of what they said. Rather, the researcher invites continued 
dialogue and relationship building with participants to discuss the emergent themes and sub-themes 
(Brewer, Harwood, McCann, Crengle, & Worrall, 2014; Thorne, 2016). Thus, participants from this 
study were invited to comment on how their own experience fitted or did not fit with the themes 
that emerged from all the focus groups as a whole. Of the 39 participants, 15 agreed to comment on 
the findings and of those, 4 responded to the themes with comments via email. Overall, comments 
supported the themes and sub-themes. For example, one participant agreed that approaches to 
management of depression are ad hoc but interventions were limited, with anti-depressant 
medications as the main consideration for treatment.  
3.4 Results  
3.4.1 Context of participant responses – the diversity of clinical experience and 
participants’ descriptions of current practice for depression after post-stroke 
aphasia 
Participants drew on their individual clinical experiences – from the acute, inpatient rehabilitation 
and community settings when discussing the focus group questions. It was clear that many 
participants did not always distinguish between current general practice of working with people 
with aphasia and/or providing aphasia rehabilitation and specifically managing depression after 
stroke. Participants discussed managing what may be considered as ‘normal’ emotional responses to 
post-stroke such as grief responses. They did not always distinguish between rehabilitation 
interventions for mood difficulties (e.g., counselling) and those targeting the mental health 
condition of depression. The participants’ comments also reflected practice from within their own 
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discipline, across the multidisciplinary team, and their level of experience, skills and knowledge. 
Direct quotes are provided with participant code details (i.e., FG focus group number; F female/M 
male; professional discipline; and participant number). Throughout the results, the contrasts of 
diversity are highlighted.  
3.4.2 Interpretive Description analysis 
Analysis of focus group transcripts revealed that current practice of managing depression after post-
stroke aphasia was complex and dependent on the type of care setting, the particular health network 
organisation and the professional disciplines therein. However, there were areas of similarity of 
practice derived from the data across all the focus groups. The initial ‘open’ coding process across 
transcripts identified concepts that formed basic units of analysis (e.g., ‘enhancing communication 
access is valuable.’).  These basic units were then grouped together and analysed for relationships 
using ‘axial’ coding (e.g., the axial code ‘optimising environment to enhance mood and 
communication access ‘was formed by grouping open codes such as ‘familiar/personal objects 
enhance mood’ and ‘enhancing communication access’).  Axial codes were analysed for similarities 
and differences to extend upon concepts to derive the themes and sub-themes (see Appendix B-4 for 
an example of thematic analysis).  Table 3-3 shows details of core themes, sub-themes and 
examples of participant quotes. The four core themes emerging from the data are presented as 
interpretive statements: 1) concomitant aphasia and depression after stroke is a challenging area of 
rehabilitation, 2) mood difficulties and depression are not always a high stroke rehabilitation 
priority, 3) approaches to assessment and treatment are ad hoc, and 4) stroke health professionals 
are trying to bridge the gap between clients’ psychological care needs and limited services. Each of 
the four core themes existed with three to four sub-themes, and these illustrated a spectrum of 
experiences and rationales for current practice.
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Table 3-3 Core themes and sub-themes of current practice 
Core theme Sub-theme Examples of participant quotes 
1) Concomitant aphasia and 
depression after stroke is a 
challenging area of 
rehabilitation 
 
a) Aphasia is a specialty with lack of 
clarity in multidisciplinary roles for 
managing depression 
“It's a specialty [mood], I think, and then you add in the aphasia on top of that…and 
I have no idea where to even start.” (FG1FN04) 
b) Seeking ways to support each other “[clinicians co-working] can both help with the mood and support the person to 
continue to move forward and be stable.”  (FG5FSP36) 
 
“I think also, with sharing successes too, as in when something good happens.” 
(FG5FAHA39) 
c) Acknowledging training needs “I'm not trained in any sort of counselling or anything like that, I think in a lot of 
sessions, I've had to draw on informal counselling skills or listening skills.”  
(FG4FSP23) 
d) Depression impacts on engagement in 
stroke rehabilitation 
“…we have had a few people with quite severe aphasia, having difficulties with 
mood or engaging in different things.”  (FG2MSP08) 
2) Mood difficulties and 
depression are not always a 
high stroke rehabilitation 
priority 
a) Priority differs across care settings 
 
“our dysphagia assessments come before aphasia.” (FG1FSP01) 
 
“from a nursing perspective, it’s sheer workload. There's always that” (FG1FN03) 
 
“Depression is so common after any stroke, so it’s something that is high on our 
list.” (FG4MM31) 
b) Focus on other impairments and 
functions 
 
“There’s very much a focus on getting to walk and getting out of the hospital.” 
(FG2MPT13) 
c) Constraints on addressing mood 
difficulties and depression 
 
“Other constraints like length of stay … makes it really hard.” (FG3FSP14) 
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Table 3-3 Continued 
Core theme Sub-theme Examples of participant quotes 
3) Approaches to 
assessment and 
treatment are ad hoc 
a) Inconsistent ways to identify mood 
difficulties and diagnose depression 
“I think we don't routinely have a structure or a process in place that requires us to 
screen” (FG4FSP23) 
 
“I think it’s a real mix of sort of more formal kind of processes and measures, and that 
informal, incidental way.”  (FG3FSP14) 
b) Attempts made in differential 
diagnosis 
“It’s only the very first stage of what is in part a grief process…we as a team [need] to 
ensure that this isn’t an area that gets left once the person leaves here.” (FG4FPT29) 
c) Variable interventions across settings 
 
“[CBT] something that we don’t utilise – I don’t know if anybody is trained in it.”  
(FG2MPT13) 
 
“the mood lifts as a group.”  (FG3FAHA20) 
 
“just to spend time with the person, reassure them...”  (FG1FN04) 
d) Clinical handover and liaison 
 
“I’m handing over to you to say ‘His mood hasn't been wonderful’” (FG1FSP01) 
“I would be able to look through the file for it and find it, but I don’t…it’s not handed 
over.” (FG2MPT13) 
4) Stroke health 
professionals are 
trying to bridge the 
gap between clients’ 
psychological care 
needs and limited 
services 
a) Finding what works “Its trial and error …Try to keep going, and if not, we just still regroup again pretty 
informally but we know quite quickly if we hit the nail on the head or not.” (FG3FAHA20) 
b) Building relationships 
 
“family are the ones with the knowledge and expert about that client, so you have to include them, 
you can’t not.”  (FG4FSP22) 
“We do have services set up for the family but our priority is the patient.” (FG3FN16) 
c) Seeking external help 
 
“[The Brain specialist unit] had provided some really very functional, really fabulous 
reports and strategies to guide the overall management.” (FG5FSP37) 
FG focus group number; F female; M male; N nursing; SP speech pathology; AHA allied health assistant; M medicine; PT physiotherapy 
  
98 
3.4.3 Core theme 1 – Concomitant aphasia and depression after stroke is a 
challenging area of rehabilitation  
This core theme included the sub-themes: a) aphasia is a specialty with lack of clarity in 
multidisciplinary roles for managing depression; b) seeking ways to support each other; c) 
acknowledging training needs, and; d) depression impacts on engagement in stroke rehabilitation. 
These sub-themes are discussed separately in more detail below. 
Core theme 1: Sub-theme a) Aphasia is a specialty with lack of clarity in multidisciplinary roles 
for managing depression  
Participants commonly reported that aphasia is an area of specialty practice due to the skills 
required to assess and support language and communication. There appeared to be a lack of clarity 
in roles and responsibilities for managing mood screening, assessment and intervention as a 
multidisciplinary team. A few participants, from professions other than speech pathology, reported 
that they lack knowledge about aphasia and how to support communication. They acknowledged 
that being able to support communication was necessary for addressing mood difficulties and 
depression. Some psychologists reported that many of their colleagues in psychology who are 
inexperienced in managing communication in aphasia, felt uncomfortable with how to provide 
psychological treatments. Two rehabilitation teams considered a person’s language and 
communication skills prior to referral to clinical psychology as proxy indication of whether a 
person may be able to benefit from and participate in therapy sessions. Many stroke health 
professionals tended to consider aphasia, mood difficulties and depression after stroke as functional 
components to address separately.  
Stroke health professionals’ conceptualisation of these communication and mental health conditions 
as separate compartments to address, could contribute to the lack of clarity for roles and 
responsibilities in mood assessment and intervention. For example, some perceived aphasia as an 
‘add on’ problem to the stroke, and mood difficulties and depression as an added complexity to the 
aphasia. In contrast, a few experienced stroke health professionals from rehabilitation and 
community settings, perceived communication as intrinsic to self-identity, family and work roles, 
and so described a more holistic approach to managing concomitant aphasia, mood difficulties, and 
depression.  
An imbalance of responsibility was mainly demonstrated in differences between speech 
pathologists’ perceptions compared to other stroke health professionals. For example, mostly nurses 
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and doctors reported the shared responsibility of mood screening and management of depression 
amongst the multidisciplinary team. However, acute and rehabilitation speech pathologists reported 
that in their actual clinical practice, mood screening and counselling for those with mood 
difficulties or depression usually falls to them. This appeared largely due to factors such as: other 
stroke health professionals lacking knowledge and skills in understanding aphasia and 
communication support strategies; the close working relationship between speech pathologists, 
people with aphasia and significant others; speech pathologists’ expertise in tailoring 
communication support to the needs of the person with aphasia. Other health professionals 
perceived their role as ‘indirectly’ managing mood difficulties and depression through general 
support, goal setting, tracking rehabilitation progress and providing feedback on positive gains in 
order to keep people motivated. 
Core theme 1: Sub-theme b) Seeking ways to support each other  
Stroke health professionals of varied levels of clinical experience, from new graduate level to senior 
clinicians described feelings of helplessness, fear, and low confidence in managing communication 
disability and depression after post-stroke aphasia. Stroke health professionals, particularly those in 
rehabilitation and community settings sought ways to support each other through the emotionally 
challenging nature of working with people with aphasia and their families after stroke. Strategies 
used by stroke health professionals included informal peer support and debriefing, co-working in 
therapy sessions and shared clinical decision-making and problem-solving. 
Core theme 1:  Sub-theme c) Acknowledging training needs 
Stroke health professionals described the need for specialist training opportunities to: 1) understand 
aphasia; 2) support communication in aphasia; 3) understand concomitant post-stroke aphasia and 
depression; 4) conduct aphasia-specific mood screening; and 5) provide strategies and therapies 
adapted for people with aphasia to improve depression outcomes. Nursing and allied health 
professionals conveyed a sense of not knowing the right thing to say if someone with aphasia is 
depressed or how to get the conversation about mental health started. Specialist training was 
reported to be required by new graduates through to experienced senior clinicians. Speech 
pathologists, particularly those with less experience reflected that they used informal counselling 
without formal training and considered counselling training a priority area for their professional 
development.  
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Core theme 1:  Sub-theme d) Depression impacts on engagement in stroke rehabilitation  
The combination of communication and mental health problems is problematic for people with 
aphasia to engage in therapy, especially for those with severe aphasia and depression. To overcome 
difficulties in therapy engagement, stroke health professionals described problem-solving together, 
on a case-by-case basis to find strategies that might help. For example, the team responds by 
attempting to access a mental health specialist, such as a psychiatrist. However, for some health 
networks, the outcomes of a mental health review were limited to brief consultation sessions rather 
than ongoing psychological therapy aimed at directly improving depression outcomes. 
Due to the recognised impact of depression on engagement in therapy, speech pathology sessions 
were often identified as an important time and quiet place for people with aphasia to debrief about 
feelings. It was clear that staff perceived depression to also impact on wider social and life 
participation goals as they reported some people with aphasia preferred to stay in their rooms, avoid 
communication and restrict visitors. Community stroke health professionals described the impact of 
depression, not only on engagement in therapy sessions, but the broader impact on social, 
psychological, cognitive and physical functions in adjustment to living at home after stroke. They 
described the high need for multidisciplinary and specialist mental health services to help manage 
the cyclic phases of depression after post-stroke aphasia over the long term.  
3.4.4 Core theme 2 – Mood difficulties and depression are not always a high stroke 
rehabilitation priority  
This core theme included the sub-themes: a) priority differs across care settings; b) focus on other 
impairments and functions; and c) constraints on addressing mood difficulties and depression.  
Core theme 2:  Sub-theme a) Priority differs across care settings 
There was a contrast between perceptions of prioritisation between acute stroke health professionals 
and those working in inpatient rehabilitation and community settings. First, acute stroke health 
professionals discussed a sense of tension between the importance of addressing mood difficulties 
and depression and the predominant medical focus in patient management which does not prioritise 
mood. They discussed the medical model of care which focuses on patients’ physical health and 
safety. For example, speech pathologists described their priority framework for referrals: they 
firstly prioritise dysphagia (swallowing disorder), then aphasia and other communication disorders. 
Speech pathologists described the inability to even imagine addressing mood difficulties and 
depression due to their first priorities in swallowing and then communication disorders. Further, 
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nurses perceived constraints such as workload pressures that preclude mood screening and support 
for depression after post-stroke aphasia. 
In contrast to their acute colleagues, rehabilitation and community health professionals did not 
reflect on prioritising mood difficulties and depression amongst other clinical responsibilities. 
Instead, they discussed many aphasia case examples and demonstrated an understanding of the need 
to address mood and emotions to facilitate engagement in rehabilitation. For example, speech 
pathologists and psychologists worked collaboratively in sessions to manage features of mental 
health conditions related to stroke such as social withdrawal, reduced enjoyment in activities and 
reduced motivation or apathy. Staff from one rehabilitation setting described having a prompt for 
mood screening through their team assessment tool and the benefit of having a psychologist and 
other experienced team members to continually address mood difficulties and depression as a 
priority. A doctor reflected on the high incidence of depression after stroke as an influence on 
making mood difficulties and depression a priority. 
Core theme 2: Sub-theme b) Focus on other impairments and functions 
Across stroke health professionals and focus groups, it was clear that preventing or managing 
depression was ‘in competition’ with priority given to the core rehabilitation objectives within each 
discipline such as mobility or communication. This was strongly evident in the discipline of 
physiotherapy. The emphasis and push for people with aphasia to mobilise and to expedite 
discharge was also evident. In one rehabilitation setting, stroke health professionals felt the medical 
team pushed for discharge even when people with aphasia still required intense therapy for 
communication, language and psychosocial goals. Stroke health professionals reported the rationale 
for this was not only to reduce length of stay but their belief that the medical team valued ‘physical’ 
gains over ‘communication’ and ‘emotional’ gains in rehabilitation. There was agreement within 
this focus group that the medical team lacked an in-depth understanding of how aphasia impacts on 
a person and their family.  
Core theme 2: Sub-theme c) Constraints on addressing mood difficulties and depression  
The strong focus on hospital discharge for the wider stroke population inclusive of people with 
aphasia, was perceived as a constraint in delivering multidisciplinary services for mood difficulties 
and depression for people with post-stroke aphasia. Stroke health professionals from the acute 
setting reflected on a lack of time and resources for any therapeutic interventions. Other constraints 
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included heavy caseloads, staff shortages, the need to fulfil indirect clinical responsibilities such as 
documentation and other clinical roles such as being the key liaison person.  
3.4.5 Core theme 3 - Approaches to assessment and treatment are ad hoc   
Analysis under this core theme revealed sub-themes including: a) inconsistent ways to identify 
mood difficulties and diagnose depression; b) attempts made in differential diagnosis; c) variable 
interventions across settings; and d) clinical handover and liaison.  
Core theme 3: Sub-theme a) Inconsistent ways to identify mood difficulties and diagnose 
depression  
There was a lack of routine or structure for mood screening reported with most stroke health 
professionals unfamiliar with aphasia-specific mood measures. Informal observation and incidental 
reporting of behaviours were more common than using formal depression assessments. The acute 
setting was reported by the physiotherapist as a leader of health services in their development of a 
policy for post-stroke mood assessment. However, difficulties implementing the policy were 
evident, in terms of the team allocating someone to screen mood or even remembering to do it at 
all. Many multidisciplinary teams attempted to overcome this problem with the inclusion of a 
prompt question on case conference documentation. 
Core theme 3:  Sub-theme b) Attempts made in differential diagnosis 
A range of stroke health professionals acknowledged the important difference between a normal 
emotional response to post-stroke aphasia and a diagnosis of depression. Participants from clinical 
psychology, speech pathology, nursing, social work, physiotherapy and medical disciplines 
discussed normal emotional responses such as mood difficulties and the importance of addressing 
these. For example, a physiotherapist highlighted the importance of follow-up beyond discharge for 
a grief and loss response to post-stroke aphasia. The importance of timing mood assessments was 
highlighted by psychologists and nurses. They reported that mood screening, monitoring and 
diagnosis should occur over a period of time post-stroke as per stroke clinical guidelines or hospital 
policy. Overall, the stroke health professionals reported attempts to work through the identified 
mood problems, contributing factors and ways for team members to help. 
Core theme 3: Sub-theme c) Variable interventions across settings 
Interventions to improve mood difficulties or treat depression were variable across settings and 
dependent upon access to psychological services and group or individual therapy opportunities 
within the health networks. There appeared to be a paucity of evidence-based, regular, ongoing 
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psychological therapies for people with aphasia and depression, such as behavioural therapy or 
modified cognitive behavioural therapy (Thomas, et al., 2013). In contrast, community stroke health 
professionals described the rare occurrence that younger people with aphasia can receive more 
regular psychological support from a neuropsychologist as they try to return to work and family 
roles. Doctors described managing depression with medication on a case-by-case basis by 
monitoring dose, behaviour, side effects, and engagement and progress in multidisciplinary 
therapies. There were examples of provision of supportive interactions or counselling sessions by 
most stroke health professionals. Most interventions discussed were reported to indirectly impact on 
improving mood outcomes through a focus on either skill development within a discipline’s core 
rehabilitation objectives or through general social interaction. So, for example, to improve 
communication skills and reduce social isolation, stroke health professionals encouraged people 
with aphasia to attend group activities (e.g., lunch group and aphasia choir). 
Core theme 3: Sub-theme d) Clinical handover and liaison 
Stroke health professionals from all focus groups extensively described the process of clinical 
handover and liaison within their multidisciplinary teams. This was for the purpose of flagging 
mood difficulties or depression, problem-solving and clinical decision-making. These 
communicative processes within teams did not always appear seamless, particularly between 
hospital sites as people with aphasia move between settings for stroke rehabilitation. Breakdowns in 
conveying information about a person’s mood difficulties or depression after post-stroke aphasia 
were reported. Stroke health professionals also acknowledged not specifically seeking information 
about mood or mental health status in the handover documentation. There were however some 
reports of mood difficulties being flagged and passed onto others. In one sense this appeared to be a 
strategy to enable all team members to be informed and provide support for the person with aphasia. 
In another sense, it was a strategy used to ‘hand it’ or ‘deflect’ to other team members when a 
stroke health professional did not know how to manage depression and communication after post-
stroke aphasia or felt it was not directly within their scope of practice.  
3.4.6 Core theme 4 – Stroke health professionals are trying to bridge the gap 
between clients’ psychological care needs and limited services  
Analysis under this core component of current practice revealed the sub-themes:  a) finding what 
works; b) building relationships; and c) seeking external help.  
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Core theme 4: Sub-theme a) Finding what works  
This sub-theme describes the stroke health professionals’ efforts to tailor therapy to the individual 
client in order to improve mood after post-stroke aphasia. Stroke health professionals, 
predominantly from rehabilitation and community settings, described trying to include therapy 
activities that appealed to the interests of the person with aphasia. Commonly, a person’s social 
background, interests and activities were gathered through communication history tools or 
questionnaires. A sense of ‘finding what works’ was relevant to offering group activities, such as 
music and art therapies and garden group. For some people, staff reported that individual 
approaches work better than group approaches for addressing mood difficulties and depression. 
Stroke care teams described offering people with aphasia pastoral care, visits from volunteers and 
peers who have aphasia themselves. Positive effects on mood difficulties and depression were also 
reported in facilitating day or weekend leave from hospital. Staff from the acute setting reported the 
ability to begin the process of ‘finding what works’, however played more of a role in initial 
assessments and information provision about stroke and aphasia. 
Core theme 4: Sub-theme b) Building relationships  
Commonly, stroke health professionals strongly agreed on the importance of building relationships 
with family members to facilitate stroke rehabilitation and discharge planning. However, family 
members were offered limited services to manage their own mood difficulties or depression. Family 
members were reported to be involved in rehabilitation in two broad ways: to provide information 
about the history of the person with aphasia; and to be active in helping the person with aphasia in 
setting and achieving their goals through participation in therapy and occasionally home practice 
tasks. Acute and rehabilitation nurses reported trying to take the time to communicate with people 
with aphasia, identify issues and liaise with the family and the rest of the stroke team. Specific 
examples of family members contributing to the goals of addressing mood difficulties and 
depression included family visits, being part of therapy, providing case history and extra therapy 
practice, bringing in food from outside the hospital and personal belongings from home (e.g., 
photos).  
There were few examples or descriptions of family members provided with direct psychological or 
supportive interventions for mood difficulties or mental health problems such as depression. 
Examples of stroke rehabilitation interventions offered to family members included carer training to 
support the discharge process, information provision, some family counselling and setting up 
services for follow-up therapy in the community. Acute health professionals, from nursing and 
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speech pathology stated that general support for the family was provided. Psychologists within 
inpatient rehabilitation described counselling as a process of normalising emotional responses after 
post-stroke aphasia and addressing a range of problems including the cumulative effects of stress. 
Family members were often encouraged to seek help from their General Practitioner to access a 
mental health care plan. 
Core theme 4: Sub-theme c) Seeking external help 
Linking people with aphasia into ‘using external services’ was an important element of optimising 
opportunities when bridging the gap in services. Some stroke health professionals appeared to 
despair at the lack of external services to the hospital and community settings. However, they 
highlighted the usefulness of external services such as general practitioners, a psychiatric on-call 
service, National Stroke Foundation and Beyond Blue organisations in Australia. Metropolitan 
health networks reported that they sought clinical input from brain specialist units, for people with 
aphasia and severe depression and/or behavioural problems after stroke. The regional health 
network encouraged their rehabilitation patients with aphasia to attend external community 
activities, such as art and music groups, to facilitate transition from hospital to home. 
3.5 Discussion 
The aim of this study was to describe current practice in managing depression after post-stroke 
aphasia from the perspectives of stroke health professionals. This qualitative, in-depth exploration 
of current practice builds upon past research in the domains of psychological well-being in aphasia 
(e.g., Northcott, et al., 2018). The state of current practice reported in this study provides evidence 
that stroke health professionals recognise the importance of addressing depression after post-stroke 
aphasia but need to overcome challenges at individual, team, and organisational levels to provide 
consistency and quality in assessment and interventions. 
Frameworks that describe biopsychosocial approaches to stroke rehabilitation can help to align 
practice for depression after post-stroke aphasia. These may include evidence-based frameworks in 
the International Classification of Functioning, Disability and Health (ICF) (WHO, 2001); stepped 
psychological care after stroke (Kneebone, 2016; NICE, 2016; National Health Service 
Improvement, 2011); and health-related quality of life and psychological well-being in aphasia 
(Hilari, et al., 2015). The findings are further explored in the following section by using each core 
theme as a reference for discussion. 
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The core theme that concomitant aphasia and depression is a challenging area is consistent with 
previous findings, particularly research that has described the emotionally challenging nature of 
supporting psychological well-being in people with aphasia (Northcott, et al., 2018). In addition to 
supporting psychological needs, this study showed that health professionals perceive aphasia to be 
an area of specialty in order to support communication. These perceptions may be addressed 
through communication partner training programs for all health professionals. Studies have shown 
the importance and effectiveness of communication partner training for health professionals in 
aphasia (Simmons-Mackie, et al., 2016). This training is vital in order to facilitate supportive and 
emotional counselling in aphasia – an area speech pathologists report low confidence in (Sekhon, et 
al., 2015).  
The management of mood difficulties and depression after stroke has been suggested to be the 
responsibility of all stroke health professionals (Kneebone, 2016). The findings of this current study 
suggest that speech pathologists feel the responsibility of screening and counselling falls to them 
due to their therapeutic relationship in optimising communication skills in aphasia. This finding 
may be indicative of the majority of participants from the profession of speech pathology (n=12) 
compared to other stroke professions (range of n = 3-7). This reliance on speech pathology may be 
overcome through implementing clinical pathways that detail and allocate the roles and 
responsibilities of all health professionals in managing mood changes and depression for people 
with aphasia. Further to this, it is known that interdisciplinary team work is optimised through team 
members learning how to work effectively together, committed staff, communication, and 
development of creative working methods (Molyneux, 2001; Chatalalsingh & Reeves, 2014). In 
current practice, using the International Classification of Functioning, Disability and Health (ICF) 
(WHO, 2001) and stepped psychological care frameworks may help to clarify individual and team 
roles (Tempest & McIntyre, 2006; Kneebone, 2016). Education for allied health students on the 
stroke rehabilitation team and the role of speech pathologists has been effective (Byrne & 
Pettigrew, 2010). There is potential to extend the research of an education program to also include 
nursing and medical students with specific instruction of roles and responsibilities in managing 
depression after post-stroke aphasia.  
The variability in prioritising mood difficulties and depression in stroke rehabilitation is reflected 
across the different care settings. Managing mood difficulties and depression after post-stroke 
aphasia appears to become a higher priority over time post-onset. Inpatient rehabilitation and 
community stroke teams reported placing more emphasis on managing depression and mood 
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difficulties such as grief and loss responses, than their colleagues in the acute setting. Their insights 
into the daily impacts of communication disability and depression for many people with aphasia, 
led them to report also on the high and unmet need for long-term, ongoing and accessible 
psychological therapy and services. Their perceptions are perhaps unsurprising, as local stroke 
audits consistently report the lack of psychological care (National Stroke Foundation, 2016) and the 
high proportion of people with aphasia who experience persistent emotional distress at 3 and 6 
months post-onset (Thomas & Lincoln, 2008; Hilari, 2011).  
It is clear that the prioritisation of mood management in stroke rehabilitation is also influenced by 
service delivery models and resources available. A medical model in the acute setting focuses on 
patient management of physical health and safety rather than mood difficulties and depression after 
stroke. A biopsychosocial model predominates in rehabilitation and community settings, but still, 
the available resources and ongoing needs of people with aphasia over time impact on the ability to 
provide adequate aphasia rehabilitation in the chronic phases (Rose, et al., 2014). The findings of 
this study demonstrate that stroke health professionals require leadership and support to integrate 
mental health as a priority into their usual core discipline objectives and individual goals of the 
person with aphasia. This elevation of mental health as a priority may come through a range of 
measures such as specialist training.  
A logical first step of training should include building the confidence, knowledge and skills of 
stroke health professionals in communicating with people with aphasia. A recent study used 
educational videos and a practical component of communicating with a person with aphasia in ‘real 
time’. This approach resulted in an increase of confidence and knowledge in health professionals 
from the acute setting (Cameron, McPhail, Hudson, Fleming, Lethlean, & Finch, 2017). Adapted 
training programs for stroke health professionals to screen for mental health after post-stroke 
aphasia are also essential. A previous study suggested the need for adapting mental health clinical 
interviews to support communication in aphasia, with collaboration across disciplines such as 
psychiatry and speech pathology to achieve this (Townend, et al., 2007). Specialist training in 
evidence-based therapies to enhance mood and directly improve depression outcomes after aphasia 
are also vital for health professionals to deliver services. These may include, but are not limited to, 
behavioural therapy, solution-focused therapy and biographic-narrative therapy (Thomas, et al., 
2013; Northcott, et al., 2015; Corsten, et al., 2015). Efforts to train stroke health professionals need 
to occur simultaneously with a shift to integrate mental health care into stroke rehabilitation.  
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The inclusion of mental health assessments and intervention after stroke, and specifically adapting 
these for aphasia, can be achieved by tailoring changes to local health network policies and 
processes. Governments and health organisation leaders have an opportunity to drive change 
through the development of policies and implementation of multidisciplinary stroke care processes 
that are based on the evidence, local context and people-centred practice as evidenced in a Canadian 
stroke care initiative (Van Bussel, Jeerakathil, & Schrijvers, 2013). Further to this, a higher value in 
supporting communication and mental health needs to be established, from health leaders through 
to stroke health professionals.  
A major component of current practice found in this study is that approaches are ad hoc. Advances 
and innovations to bring psychological care after stroke into the forefront of clinical practice may 
also help to overcome the lack of direct therapies to target depression outcomes in aphasia. This 
study found that there is no routine or consistency in mood screening procedures across the health 
networks sampled. Stroke teams have the opportunity to improve in this area as demonstrated in 
past research (Kneebone, et al., 2012; Kneebone, et al., 2013). Further to this, none of the stroke 
teams in this study routinely addressed treatment of depression using modified or adapted 
psychological therapies for aphasia, such as behavioural therapy, life coaching or motivational 
interviewing programs (Worrall, et al., 2010; Northcott, et al., 2015; Holland, Watkins, Boaden, & 
Lightbody, 2018). This may be partly related to a lack of staff resources in psychology as reported 
in stroke audits (National Stroke Foundation, 2016). The diversity of care settings resulted in the 
report of different interventions to try to enhance mood, usually as a secondary outcome to building 
skills such as communication or occupational function in activities of daily living. Frameworks to 
guide treatment of depression in post-stroke aphasia can drive improvements in this area 
(Kneebone, 2016; Intercollegiate Stroke Working Party, 2016; NICE, 2016; National Stroke 
Foundation, 2017; Baker, et al., 2017).  
Consistently, all focus groups reported on clinical handover and liaison through informal and 
formal channels such as incidental inter-professional discussion through to case conferences and 
team meetings. However, standardised tools for handover and screening are not consistently used. 
The transfer of information about mood and mental health status means that health professionals are 
accountable for fulfilling their responsibilities of patient care and to prevent harm (Australian 
Medical Association, 2006). Stroke health professionals require ongoing support to implement 
national healthcare standards such as protected time for structured handover using standardised 
tools (Australian Commission on Safety and Quality in Healthcare, 2012).  
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Clearly, stroke health professionals have the desire to deliver best practice care and make efforts to 
overcome constraints such as resource shortages. Strategies often included building relationships 
with family, a practice consistent with best practice to promote a life participation approach to 
aphasia (Power, et al., 2015). Of concern, was the lack of resources and services to help manage the 
mood difficulties and depression that family members may also experience. There is clear research 
evidence of the psychological distress experienced by family members after post-stroke aphasia 
(Grawburg, et al., 2013b) but a lack of evidence about effective interventions for this group (Baker, 
et al., 2017). Chapters 1 and 5 provide further detail of how family members are involved in aphasia 
rehabilitation and, specifically, psychological care. The findings also indicate the need to draw on 
external services to support mental health, such as liaison with general practitioners, mental health 
community groups and services and psychiatric crisis management teams in severe cases. In 
Australia, the national mental health initiative may drive the improvement in availability and access 
of mental health services, particularly for those transitioning into the community with chronic 
problems as evident in the aphasia population after stroke (National Mental Health Commission, 
2015).  
3.5.1 Limitations to the study 
Efforts were made to purposively sample for maximum variation of sites and health settings. 
However, the absence of some health professionals from focus groups means that findings may 
have limited generalisability and some perspectives were not represented (e.g., dietitians, general 
practitioners, psychiatrists). Speech pathologists were over-represented (n=12) compared to other 
stroke health professions (who ranged from n of 3 to 7). This is likely due to speech pathologists’ 
role in aphasia therapy and high levels of interest in this area of clinical practice. Further, although 
all participants were invited, only four participants, mainly speech pathologists, voluntarily 
provided member confirmation of the emerging themes and sub-themes following data collection. 
Ideally, confirmation by more participants from a range of professions would assist with 
interpretation of findings.  
3.5.2 Future directions in research and clinical practice 
Research to investigate the efficacy of mental health and psychological care pathways after post-
stroke aphasia is needed. Such pathways, ideally, should offer long-term, flexible and accessible 
multidisciplinary therapies (Enderby, et al., 2017), this would assist in prevention of depression and 
social isolation, and additionally, effective treatment of depression after stroke (Enderby, et al., 
2017). Translating features of evidence-based frameworks such as stepped psychological care after 
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stroke (Baker, et al., 2017; Kneebone, 2016) and the ICF model (WHO, 2001) can also help to drive 
improvements in services. Further research and clinical innovation using such frameworks will 
assist in: 1) up-skilling stroke health professionals through specialist training in communication and 
mood disorders management; 2) clarification of professional roles and responsibilities; and 3) 
providing guidance in multidisciplinary team work. 
3.6 Conclusions 
The findings of this study demonstrate that stroke health professionals are challenged by managing 
concomitant aphasia and depression after stroke across the continuum of care. Of concern, is that 
mood difficulties and depression are not always a priority in stroke rehabilitation and 
multidisciplinary approaches are ad hoc. There are constraints such as gaps in knowledge and skills, 
resources, and staff shortages. Staff are able to bridge the gap in services to a limited extent through 
some individual and group therapies, working with families, and seeking additional internal and 
external services to the health network. Strategies to integrate mental health and psychological care 
into post-stroke aphasia rehabilitation are needed. Improvements may be driven through policy 
development, specialist training and the implementation of evidence-based frameworks for mood 
assessment and intervention. Through this, stroke multidisciplinary teams have the opportunity to 
meet the goals of prevention and treatment of depression in this high risk sub-group of stroke 
survivors, people with aphasia.                              
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Chapter 4  
Barriers and facilitators to translating stepped psychological 
care for depression after aphasia: the perspective of stroke 
health professionals  
Chapter 2 provided a review of evidence-based interventions to manage depression after post-stroke 
aphasia. The strongest evidence was then used to describe and adapt a framework of stepped 
psychological care for people with aphasia. The perspective of stroke health professionals, 
presented in Chapter 3, highlighted the challenges to delivering psychological care in current 
practice. Supporting people with aphasia to adjust to communication and psychological disabilities 
after stroke is complex. The stepped psychological care framework after stroke and aphasia may be 
a solution to overcoming the challenges reported by stroke health professionals. There is no 
research evidence for the viability of the framework for people with aphasia after stroke. Therefore, 
this chapter will identify, from the perspective of stroke health professionals, the barriers and 
facilitators to implementing stepped psychological care for depression after post-stroke aphasia. 
The content of this chapter is in preparation for publication: Baker, C., Worrall, L., Rose, M., & 
Ryan, B. (2018b). Barriers and facilitators to translating stepped psychological care for depression 
after aphasia: the perspective of stroke health professionals (in preparation).  
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4.1 Abstract 
Background 
Concomitant aphasia and depression after stroke is highly prevalent, but there is a lack of 
psychological care in stroke rehabilitation. Evidence-based frameworks such as stepped 
psychological care may be viable, but the barriers and facilitators to translating this framework are 
unknown. 
Aim 
The aim of this study was to identify, from the perspective of stroke health professionals, the 
barriers and facilitators to implementing stepped psychological care for depression after post-stroke 
aphasia. 
Method 
Five semi-structured focus groups of stroke health professionals were conducted (n=39) across the 
stroke care continuum. Verbatim transcripts were analysed using Interpretive Description.  
Results 
Barriers and facilitators were identified within three core themes. Barriers included: no experience 
with stepped psychological care; limited understanding of aphasia and communication support; lack 
of adequate physical space and resources; lack of psychologists. Facilitators included: specialist 
training; enhancement of physical spaces; communication tools; leadership; funding; specialised 
staff.  
Conclusion 
Addressing the identified barriers and facilitators to stepped psychological care will improve the 
viability of implementing this evidence-based framework after post-stroke aphasia. Change may be 
driven through: specialist training in communication support for health professionals; mood 
assessment and treatments; modification of physical space; and accessible resources to facilitate 
stepped care and enable communication.  
Keywords: acquired language disorder; communication disability; implementation science; 
knowledge to action; mood disorder; cerebrovascular disease 
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4.2 Introduction 
Stroke and mental health problems are leading causes of disability in Australia and internationally 
(AIHW, 2016; WHO, 2017). Two common consequences of stroke with an approximate incidence 
of 30% each, respectively, are depression and aphasia (Hackett & Pickles, 2014; Flowers, et al., 
2016). Post-stroke depression is a serious mental health condition with negative impacts on 
rehabilitation outcomes and quality of life (Kwok, et al., 2006), and high rates of morbidity and 
mortality (Tang & Qui, 2011; Bartoli, et al., 2013). Post-stroke aphasia is an acquired language 
disorder that affects talking, understanding, reading and writing. This communication disability 
impacts on the self-identity, relationships, work, social interests and activities of people with 
aphasia (Brumfitt, 1993; Davidson, et al., 2008). People with aphasia are at a higher risk of 
depression than stroke survivors without aphasia, with an approximate prevalence of 60% at 12 
months post-stroke onset (Kauhanen, et al., 2000). Effective integration of psychological care into 
stroke rehabilitation is essential for people with aphasia. Specifically addressing depression has the 
potential to optimise rehabilitation domains of social, emotional, communication and physical 
functions. Evidence-based interventions within a stepped psychological care framework may be a 
potential way to deliver such care.   
Evidence-based practice (E3BP) has been used to drive improvements in healthcare for people with 
stroke and aphasia. E3BP has been defined as the conscientious, explicit, and judicious integration 
of: 1) best available external evidence from systematic research; 2) best available evidence internal 
to clinical practice; and 3) best available evidence concerning the preferences of a fully informed 
patient (Dollaghan, 2007). To assist health professionals to use evidence-based practice (EBP) in 
stroke and aphasia rehabilitation, several clinical practice guidelines have been developed. In 
Australia, these include the Clinical Guidelines for Stroke Management 2017 (National Stroke 
Foundation, 2017) and the Australian Aphasia Rehabilitation Pathway (Power, et al., 2015). 
Adherence to stroke guidelines has been shown to improve outcomes for patients (Hubbard, et al., 
2012).  
Specifically regarding the management of mental health conditions such as depression after stroke, 
the most detailed guidelines describe a clinical framework of stepped psychological care. This 
approach is described in the guidelines of Depression in Adults with a Chronic Physical Health 
Problem: Recognition and Management (NICE, 2016b) and stepped psychological care after stroke 
(Kneebone, 2016). Recent research has described interventions within a stepped psychological care 
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framework after stroke and aphasia (Kneebone, 2016; Baker, et al., 2017) (see Figure 4-1). There 
are various definitions of stepped care. For the purpose of this research, it is defined as a 
multidisciplinary approach, with appropriate ‘steps’ from levels 1 to 4 (Kneebone, 2016). There is 
routine assessment and psychological support at level 1 for those with mood difficulties and a 
normal emotional response. Those identified with depression are promptly matched to care at levels 
2, 3 or 4 according to the severity of their initial symptoms. Active monitoring of mood ensures that 
people can be triaged in a ‘step up or down’ approach depending on the severity of symptoms and 
progress. This ensures individuals receive the help they need through a range of interventions, such 
as rehabilitation and psychological therapies, counselling, and medication management. 
  
Figure 4-1 Stepped psychological care for depression after post-stroke aphasia 
In the general population, stepped care for adults with depression has been shown to have a 
moderate effect compared to usual care (van Straten, et al., 2015). In the stroke population, 
evidence exists for components of stepped care in post-stroke aphasia from levels 1 to 4 in mood 
assessment and multidisciplinary interventions (Townend, et al., 2007; Kneebone, 2016; Baker, et 
Level	1	
Level	2	
Level	3	
Level	4	
Normal	emotional	response	with	
‘subthreshold’	mood	difficulties	–	
routine	mood	assessment;	
psychological	information	provision;	
communication	&	psychosocial	
therapies,	aphasia	group	support,	
multimodal	goal	setting	
Mild	mood	impairment/depression	
–	behavioural	therapy;	anti-
depressant	medication	considered;	
active	mood	monitoring		
Mod-severe	and	persistent	mood	
impairment/depression	–specialised	
mental	health	care	
Severe	mood	impairment/	
depression	and	challenging	
behaviours	–	specialised	mental	
health	care	
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al., 2017). However, the effectiveness and viability of the stepped care framework after stroke has 
not been investigated as a whole care pathway. Research is warranted to compare ‘usual care’ with 
the stepped care service delivery model. Currently, the framework offers a clinical guide and is 
discussed in the context of other psychological care models after stroke (e.g., Intercollegiate Stroke 
Working Party, 2016) and aligns with best practice points in stroke rehabilitation (National Stroke 
Foundation, 2017).  
Evidence within stepped care and stroke clinical practice guidelines is available and valued by 
health professionals, however they are under-utilised (Evensen, Sanson-Fisher, D'Este, & 
Fitzgerald, 2010). For example, Australian stroke audit data sets show that 47% of patients did not 
receive a mood assessment in rehabilitation and only a third of patients received follow-up for 
psychological care (National Stroke Foundation, 2016).  
Barriers and facilitators to translating evidence in stroke rehabilitation can relate to environmental 
factors that influence the person with disability’s functioning. For example, physical factors (e.g., 
hospital environment) and social factors (e.g., health professional’s attitude) can impact on a 
person’s functional outcomes after stroke rehabilitation [International Classification of Functioning, 
Disability and Health (ICF) (WHO, 2001)]. For example, in the area of speech pathology, a 
thematic analysis showed that the motivation level of clinicians to make change and translate stroke 
guidelines was a factor in communication and swallowing management (Miao, et al., 2015). Within 
communication management, barriers that impact on people with aphasia include lack of 
communication opportunities (Simmons-Mackie & Damico, 2007; Howe, 2017) and lack of 
communication access and support (Brown, et al., 2006; Solarsh & Johnson, 2017; O’Halloran, 
Carragher, & Foster, 2017). Beyond speech pathology practice, barriers have also been identified 
from the perspective of members of the stroke multidisciplinary team.  
Table 4-1 identifies barriers and facilitators reported in five previous studies that are relevant to the 
barriers and facilitators to implementing stepped psychological care. One qualitative study 
identified barriers to implementing stroke guideline recommendations as reported by nurses, 
occupational therapists, physical therapists, physicians and hospital managers (Bayley, et al., 2012); 
a literature review described adherence to stroke guidelines (Donnellan, Sweetman, & Shelley, 
2013); two studies reported quantitative data on adherence to mood screening guidelines through an 
audit of stroke services (Bowen, Knapp, Hoffman, & Lowe, 2005) and a questionnaire completed 
by stroke health professionals of various disciplines (Hart and Morris, 2008); and, finally, a 
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qualitative study reported barriers to psychosocial support after aphasia experienced by speech and 
language therapists (Northcott, et al., 2018). 
A study of psychological care after aphasia described current practice and identified barriers and 
facilitators to providing and being trained in psychosocial support (Northcott, et al., 2018). 
Psychosocial support is one, of many, important components, within a stepped psychological care 
framework. Northcott and colleagues (2018) discussed psychosocial support in terms of managing 
‘negative emotional reactions’ through counselling skills (American Speech-Language-Hearing 
Association, Scope of Practice, 2016). Psychosocial support also addresses the social consequences 
of post-stroke aphasia such as reduced diversity of social networks (Northcott, Moss, Harrison, & 
Hilari, 2016). The barriers and facilitators to psychosocial support identified in the Northcott study 
(2018) are described in Table 4-1. Psychosocial intervention training was valued by the speech and 
language therapists. It increased client leadership in therapy as a result of a change in how 
participants viewed the therapist-client relationship.  
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While psychosocial support is important, the management of depression after post-stroke aphasia 
requires a broad and specialised multidisciplinary approach to treatment. This approach needs to 
address the communicative, emotional and social sequelae, but also a range of other depressive 
symptoms that can impact on psychological, physical and cognitive domains as described in DSM-
V (American Psychiatric Association, 2013). Hence, the aim of this current study is to include a 
stroke multidisciplinary focus, to explore the different multidisciplinary ‘steps’ of a stepped care 
framework.    
Table 4-1 Barriers and facilitators to implementing stroke guideline recommendations 
Study Barriers Facilitators 
Bayley,  
et al., 2012 
Lack of time 
Staffing issues 
Training and education gaps 
Therapy selection and prioritisation 
Equipment availability 
Team functioning and 
communication 
Not reported 
Donnellan, 
et al., 2013 
Organisational and 
multidisciplinary factors 
Staff belief towards guidelines 
Integrating patient-centred 
recommendations into practice 
Awareness of guidelines 
Changing routines and time 
investment 
Feedback on clinical practice and 
adherence to guidelines 
Availability of guidelines online 
Quality improvement program and 
change management strategies 
User friendly guidelines 
Advocacy for clinical practice 
change 
Bowen,  
et al., 2005 
Lack of access to clinical 
psychology,  
Lack of resources (e.g., staff, 
funding) 
Not reported 
Hart & Morris, 
2008 
Time pressures 
Screening methods and instruments 
Knowledgeable in screening 
Screening in job role, belief in 
value of screening 
Northcott, 
et al., 2018 
Emotionally challenging nature of 
aphasia practice 
Attitudes of senior managers 
Mental health specialist support 
Peer support and clinical experience 
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In summary, there is evidence identifying barriers and facilitators to implementing stroke 
guidelines, psychosocial support and mood screening after stroke and aphasia. However, the 
barriers and facilitators to translating a stepped psychological care framework, specifically for 
depression after post-stroke aphasia are not known in current literature. The aim of this research 
therefore was to identify, from the perspective of stroke health professionals, the barriers and 
facilitators to implementing stepped psychological care for depression after post-stroke aphasia. 
4.3 Method 
The findings presented here are the second part of a focus group study of stroke multidisciplinary 
teams who had previously discussed current practice in managing depression after post-stroke 
aphasia. The full details of methodology, participants and research rigour are discussed in a separate 
paper (Baker, et al., 2018a) which forms Chapter 3 of this thesis. In summary, participants were 39 
stroke health professionals, 32 females and 7 males, with a range of clinical experience (average 
mean of 14.7 years, SD=11.51, range 1.0–40.0). Maximum variation sampling is shown in Table 4-
2. This sampling ensured differences based on professional discipline (allied health professions, 
nursing and medicine); location (metropolitan and regional/rural); and healthcare setting [Inpatient 
(acute and rehabilitation) and Community]. There were five focus groups at metropolitan and 
regional hospital/community settings. Ethical approval was granted from The University of 
Queensland Behavioural and Social Sciences Ethical Review Committee and Melbourne Health 
Human Research Ethics Committee (see Appendix A).
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Semi-structured focus groups were conducted. The study adhered to the Consolidated criteria for 
REporting Qualitative research (COREQ) (Tong, et al., 2007), see Appendix B-1. Verbal and 
written information about the framework of stepped psychological care was provided first (see 
Appendix B-3) and then a topic guide directed discussions (Table 4-3). Perspectives were elicited 
about barriers and facilitators to translating the framework and how to involve and support 
significant others. General impressions of the stepped care framework were also sought. 
  
Table 4-2 Sampling matrix for maximum variation sampling 
Discipline Inpatient Community Metropolitan Regiona/rural 
SP 1 1 >10 >10 
N 1 1 
OT 1 1 
CP 1 1 
PT 1 1 
SW 1 1 
AHA 1 1 
M 1 1 
DT 1 1 
P 1 1 
Total      >20 
SP speech pathology; N nursing; OT occupational therapy; CP clinical 
psychology; PT physiotherapy; SW social work; AHA allied health 
assistant; M medicine; DT dietetics; P pharmacy 
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Table 4-3 Topic guide for focus group 
Screening/Assessment 
Questions 1:   
Reflecting on a stepped care model: 
What would a) limit your ability and b) help you to routinely assess 
mood in people with aphasia? 
Questions 2: What would a) limit your ability and b) help you to provide therapy 
for depression/low mood in people with aphasia? 
Intervention 
Questions 3: 
What do you think would a) be limiting and b) helpful for providing 
low and high intensities of therapy for depression/depressive 
symptoms in people with aphasia? 
Question 4: 
 
How do you think the person with aphasia’s significant other could 
be included in stepped care? 
Impressions 
Questions 5: 
 
Overall, what is your impression of a stepped care model for 
managing mood in people with aphasia and their significant other? 
Is there anything more you would like to add about a) your current 
practice or b) stepped care? 
Focus groups were audio-recorded and transcribed verbatim. The transcripts and other data products 
(e.g., field notes) were analysed using Interpretive Description (Thorne, 2016). Interpretive 
Description is used to derive important themes directly from the data within the transcripts. Using 
this methodology, related categories were grouped into themes. Open codes were derived directly 
from the data rather than imposing a framework of theory to highlight aspects of the data or wider 
theoretical issues. Data saturation was achieved through efforts to sample for maximum variation; 
conduct a number of groups with optimal number of participants; and follow a topic guide (Guest, 
Bunce & Johnson, 2006). Table 4-4 presents a summary of data analysis and rigour. Examples of 
coding and thematic analysis and interpretation are provided in Appendix B-4. 
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Table 4-4 Interpretive description processes for data analysis and research rigour (Thorne, 
2016) 
Data analysis process:  
Early immersion in the data Repeated reading of transcripts and listening to audio recordings. 
Noting context, meanings, interactions. 
Initial ‘open’ coding Recognised concepts and categories. Open coding conducted first, e.g 
‘physical environment affects ability to deliver interventions.’ 
Ongoing ‘axial’ coding Grouped related codes emerging within ‘open’ codes, e.g ‘physical 
environment impacts on ability to deliver interventions’ with two categories ‘lack of therapy 
equipment and resources for social interaction’ and ‘lack of space for social hubs,’ the axial code is 
a phrase like “a combination of lack of therapy tools and resources with inadequate physical space 
is a barrier to treating depression through social activities and interaction.” 
Understanding relationships Extended on concepts to develop themes and sub-themes  
Sustained active analysis and interpretation Allowed time and effort to reach meaningful 
findings, mindful of interpretive bias. 
Confirming and expanding Used self-reflection and follow-up with participants regarding overall 
findings. Some participants provided feedback as detailed in method section of Chapter 3. 
Seeking outliers and critical self-reflection of analysis Acknowledged publications to find 
concepts that may not have been identified 
Conceptualising findings Created thematic descriptions (Morse, 1994) reflected in an interpretive 
statement to address the research aims  
Research rigour:  
Research ethics and governance approval Gained across multiple health network sites 
Peer debriefing Researchers discussed transcripts, grouping of codes and emergent themes and 
made decisions about data analysis together 
Audit trail Documented record of evidence of raw data (e.g., transcripts); data analysis products 
(e.g., grouped codes) and data synthesis products (e.g., interpretations and drafts of results) 
(Rodgers & Cowles, 1991) 
Acknowledgement of potential bias Researchers are speech pathologists and researchers in 
aphasia 
Participant feedback Participants invited to comment and feedback on emerging themes and sub-
themes  
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4.4 Results  
4.4.1 Contextual statement about the perspective of stroke health professionals 
Participants sought to understand the framework of stepped psychological care by asking the lead 
researcher questions throughout the discussion. The framework was unfamiliar to participants. 
None of the health professionals sampled in this study reported using a stepped psychological care 
framework in clinical practice. They drew on their own clinical experiences of helping to manage 
mood difficulties and depression within inpatient hospitals, and outpatient or home community 
services. From the Interpretive Description analysis of current practice (see Baker, et al., 2018a), it 
was also clear that all settings had an inconsistent process to identify ‘sub-threshold’ mood 
difficulties (e.g., low mood in response to post-stroke aphasia) and diagnosing depression. Further, 
it was evident there was a lack of direct non-pharmacological treatment to prevent and treat 
depression after stroke for people with aphasia. The following results are based on themes about 
current factors that limit practice in this area and those that enable the translation of evidence. 
Participants’ responses reflect their role specific to their discipline, their role within the wider stroke 
team, and level of clinical experience, skills and knowledge. The similarities and differences of 
participants’ responses are highlighted in the results.  
4.4.2 Interpretive Description analysis                                                                        
Focus group analysis using Interpretive Description showed that there were differences across 
healthcare sites due to variation in access to psychology services, phase of care (e.g., acute 
compared to community healthcare) and therapy resources available. However, common areas of 
factors that limit and enable the management of depression via a stepped approach were derived 
from the data across all the focus groups. These factors are reflected in three core themes. The core 
themes are presented as interpretive statements of the current impacts on clinical practice. The 
process of coding data and deriving core themes are provided (see Appendix B-4). The barriers and 
facilitators are detailed in Tables 4-5 and 4-6, with examples of direct quotes. Direct quotes are 
provided with participant code details (i.e., FG focus group number; F female/M male; professional 
discipline; and participant number). 
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Table 4-5 Barriers to translating stepped psychological care after post-stroke aphasia 
Theme Barrier Example of quotes within the core theme 
a) Knowledge, skills 
and attitudes of stroke 
health professionals, 
people with aphasia 
and significant others 
have most impact on 
translating stepped 
psychological care. 
Lack of skills, knowledge, negative attitudes: 
of health professionals to 
1) prevent and treat depression after stroke  
2) understand aphasia 
3) communicate with people with aphasia 
of people with aphasia to 
1) communicate 
2) overcome mental health stigma 
3) participate in group activities 
of significant others to 
1) participate in carer training programs 
2) use English as a second language 
3) understand stroke, aphasia and mental health 
Acute illness People with aphasia are not always able 
to participate in therapy due to acute illness post-
stroke 
Other Socio-economic background of people with 
aphasia may limit access to services and resources 
e.g., computer access 
“For me and probably for physio in general, it’s our [lack of] 
knowledge of stuff and how to manage people with aphasia and 
communicate with people with aphasia.” (FG2MPT13) 
“He was willing to talk about his emotions, which is what made it 
difficult for me.” (FG2FSP09)   
“There’s that stigma. And that’s like often. It’s – ‘they think I'm 
mad’. (FG2FCP12) 
What’s the right thing to say?” (FG2FCP09) 
“[Communication and depression in aphasia] that’s really 
undervalued and really not considered to be a barrier to getting 
home…” (FG3FSP14) 
 “There are team members that have really low confidence with 
working with people with aphasia…” (FG1FSP01) 
“We run it for six weeks [carer training] - but we found that there’s a 
very poor attendance.” (FG5FSW38) 
“[family dynamics] was clearly affecting her mood and it felt like 
those dynamics that that were playing out, absolutely directly 
impacted her therapy, her progress…” (FG3FSP14) 
b) The physical 
environment impacts 
on managing 
depression and 
communication 
disability for people 
with aphasia through a 
stepped psychological 
care approach.  
Physical environment is not conducive to 
enhancing mood through stepped psychological 
care due to: 
1) lack of quiet areas, privacy for support & 
counselling  
2) lack of resources & space for activities 
including social connection  
“the place is so old. They walk in and go, “Well this is very 
depressing.” (FG3FSP14) 
SP: “Our physical environment is completely a constraint 
(FG3FSP14) CP:  
Traumatising…for some patients.” (FG3FCP18) 
“...lots of patients are in a double room or a four-bedroom room with 
a curtain…it’s not very private; it doesn't have a door.” (FG1FSP01) 
“We don’t really have any reason for people to leave their rooms at 
the moment…the communal spaces aren’t that nice” (FG2MPT13) 
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Table 4-5 Continued 
Theme Barrier Example of quotes within the core theme 
c) The support and 
leadership of the 
health organisation 
influence change in 
any implementation of 
the stepped 
psychological care 
approach. 
Resource and other constraints: 
1) lack of specialists in psychology or mental 
health/leisure therapy/stroke co-ordination 
2) Workload, funding and time pressures 
3) Limited research evidence for outcomes using 
stepped psychological care  
“…not having a psychologist part of the team” (FG4MSW30) 
“As a team, I just don’t think we’re resourced adequately to be 
guided…I don’t think we realistically can within the model of our 
staffing profile and structure and those other constraints like length 
of stay…” (FG3FSP14) 
“Everyone's time poor and resource poor. There’s not enough EFT 
(equivalent full-time) attached to the unit.” (FG1FN04) 
FG focus group number; F female; M male; PT physiotherapy; SP speech pathology; CP clinical psychology; SW social work; N nursing 
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Table 4-6 Facilitators to translating stepped psychological care after post-stroke aphasia 
Theme Facilitator Example of quotes within the core theme 
a) Knowledge, skills 
and attitudes of stroke 
health professionals, 
people with aphasia 
and significant others 
have most impact on 
translating stepped 
psychological care. 
Training and education for health professionals, 
people with aphasia and family members/friends: 
 
1) stepped psychological care  
2) aphasia 
3) communication support in aphasia 
“…general information and education around aphasic counselling 
course or sort of things that we can do “ (FG4FSPP23) 
“[using stepped psychological care model] for communicating the 
plan with family or carers or a significant other –“ (FG5FSP35) 
“nursing staff will need to be trained up for the SADQH10 (Stroke 
aphasic depression questionnaire – hospital version) (FG3FCP18) 
“I think it’s great to structure so well and make it clearly set out” 
[stepped psychological care as a clinical guideline]“ (FG2MPT13) 
b) The physical 
environment impacts 
on managing 
depression and 
communication 
disability for people 
with aphasia through a 
stepped psychological 
care approach.  
 
New, purpose built wards/hospitals 
Enhance existing spaces for support, counselling and 
activities  
Optimised communication for people with aphasia 
through low and high tech augmentative and 
alternative communication (e.g., ipads) 
“A new hospital would be a facilitator.” (FG3FSP14) 
“I guess the nature and just purely the environment being a stroke-
dedicated ward is very, very helpful and that everyone can relate to 
one another.“ (FG4MSW30) 
“a good place where they can do activities…” (FG2MPT13) 
“[an enriched environment] including a leisure activity therapist and 
including books in certain areas and computers and various things to 
really lift mood.” (FG2MSP08) 
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Table 4-6 Continued 
Theme Facilitator Example of quotes within the core theme 
c) The support and 
leadership of the 
health organisation 
influence change in 
any implementation of 
the stepped 
psychological care 
approach. 
Support and leadership for prevention and treatment 
of depression in aphasia rehabilitation by medical 
team and health managers 
Funding for research and projects to enhance 
physical environment, facilitate therapies and provide 
resources 
Employment of specialists for psychology, stroke 
care co-ordination and leisure therapies 
“And top-down support. So, we have a clinical manager that has a 
neuro background which helps.” (FG4FSP23) 
“…I think we need that buy in from medical as well… buy in of like 
you said, the emotional and the physical steps to recovery should be 
of higher value.” (FG3FSP14) 
“Well, I think if we had more psychologists, that would be a really 
useful thing.” (FG3FCP18) 
“[having a psychologist] we’d avoid the times of patients who don't 
participate and we’d be able to get on top of these things a lot 
earlier, so that we avoid these periods of time where we get 
disengagement from clients.” (FG4FSP22) 
“[stepped psychological care model] it needs hard evidence to show 
that this leads to something better than more greatly fair results.” 
(FG4MM31) 
FG focus group number; F female; M male; SP speech pathology; CP clinical psychology; PT physiotherapy; SW social work; M medicine 
  
128 
The first theme identified that knowledge, skills, and attitudes of stroke health professionals, people 
with aphasia and significant others have the most impact on translating stepped psychological care 
to stroke rehabilitation. The second theme demonstrates that the physical environment and 
resources for managing depression and communication disability are important.  Finally, the third 
theme showed that support and leadership of the health organisation influence change in any 
implementation of a stepped psychological care approach. Barriers and facilitators to translating 
stepped psychological care were identified within each theme. These factors interact across a 
complex system of individual and organisational roles and responsibilities within a physical 
environment that is not always conducive to supporting mood difficulties, depression, and 
communication in stroke and aphasia rehabilitation. 
Each theme and set of corresponding barriers and facilitators are described in the following section. 
4.4.3 Core theme 1:  Knowledge, skills and attitudes of stroke health professionals, 
people with aphasia, and significant others have most impact on implementing 
stepped psychological care 
4.4.3.1 Barriers: Stroke health professionals’ lack of knowledge, skills and negative attitudes 
Across all focus groups, there were some health professionals, predominantly from allied health and 
nursing disciplines, who perceived they did not know enough about communicating with someone 
with aphasia, identifying mood problems or knowing what to do or say to address symptoms of 
depression with the person directly. None of the participants demonstrated familiarity or experience 
with the stepped psychological care framework for managing psychological and mental health 
conditions after stroke. Many health professionals were aware of depression after post-stroke 
aphasia, and the need to provide clinical handover and liaison with other team members and 
specialists in a multidisciplinary team approach. However, many felt under-skilled in mood 
screening, providing emotional support or counselling and lacking in knowledge about strategies to 
engage people with aphasia in therapy or activities to directly influence depression outcomes.  
Some allied health professionals in one rehabilitation setting felt that the attitudes of medical staff 
towards aphasia rehabilitation were not helpful. These allied health professionals perceived that a 
focus on physical gains to expedite discharge were valued above communication and psychological 
functioning goals. It was also evident that some stroke health professionals have a level of 
discomfort in ‘starting the conversation’ about mood difficulties and depression after stroke and 
aphasia. This discomfort appeared to be linked to the health professionals’ level of experience. 
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While many stroke health professionals bring a lack of knowledge, skills and negative attitudes to 
managing elements of aphasia and depression in stroke rehabilitation, people with aphasia and their 
significant others also bring a range of barriers to the translation of stepped psychological care.  
4.4.3.2 Barriers related to people with aphasia and their significant others 
A psychologist from a rehabilitation setting reported that the stigma felt by some patients often 
reflects the patients’ own personal beliefs or attitudes. Due to the stigma, there was a significant 
emphasis on gaining consent from the person with aphasia for psychology intervention, which was 
not emphasised for interventions from other disciplines, such as occupational therapy or 
physiotherapy. In order to overcome refusal of service, stroke health professionals have discussed 
the role of the psychologist and used other terminology for ‘psychologist’ which they perceived to 
be less negative, such as ‘counsellor.’ In contrast to this, participants from another rehabilitation 
setting overcame mental health stigma by normalising referrals to psychology, and the mood 
changes and psychological adjustment that can occur in post-stroke aphasia. That is, the participants 
reported that they inform the patient that referral to the psychologist is routine practice and can be 
beneficial in addressing mood problems.  
Health professionals reported that communication barriers due to aphasia or English as a second 
language limited their ability to confidently identify and manage mood difficulties and depression. 
Other barriers included the reduced abilities or lack of interest of people with aphasia and their 
significant others in participating in group therapies or carer training. Negative or unrealistic 
attitudes of family members towards stroke and aphasia recovery were also areas highlighted as 
barriers to psychological care.  
Stroke health professionals also perceived that participation in rehabilitation and interventions for 
depression may be difficult if people with aphasia were still acutely unwell in the rehabilitation 
phase. It was reported that stroke patients commonly make the transition from acute care to 
inpatient rehabilitation settings with persisting acute medical problems due to the pressure from 
increased admissions and bed requirements within acute hospitals. The need to address acute 
medical problems often resulted in a reduced ability to engage in therapy and to achieve 
rehabilitation goals, including those to enhance mood or treat depression. 
4.4.3.3 Facilitators: Stroke health professionals’ improving skills, knowledge and attitudes  
Overall, participants envisioned stepped psychological care would be useful to implement for all 
stroke patients including adaptations for people with aphasia. Participants within one rehabilitation 
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setting perceived that more awareness was required of the impact of aphasia on relationships and 
psychological adjustment over time post-stroke, especially for medical practitioners. Stroke health 
professionals identified that training and education in mood assessment and interventions for 
depression are required to implement a stepped approach. Overall, except for a few speech 
pathologists, stroke health professionals had very limited knowledge of aphasia-specific depression 
assessments and only some very general knowledge about interventions to enhance mood or treat 
depression (e.g., anti-depressant medications, emotional support through counselling, enjoyable and 
meaningful therapy activities, group therapy such as an aphasia choir). 
4.4.3.4 Facilitators for people with aphasia and significant others: understanding aphasia, mood 
difficulties and depression after stroke 
Facilitators included involving people with aphasia and their family members in managing mood 
and depression through a stepped care framework. For example, providing personalised 
communication support to enable counselling and education about mood difficulties and depression 
was perceived as important. Stroke health professionals all agreed on the importance of including 
family members in therapies that target mood for the person with aphasia such as: increasing 
activities that ‘bring joy’; facilitating hospital day or weekend leave; setting rehabilitation goals. To 
a lesser extent, stroke health professionals provided support for mood difficulties and depression 
experienced by family members. This support was largely dependent on access to a psychologist 
within the hospital or community settings. More commonly, family members were advised to seek 
support through their own general practitioner to initiate a mental health care plan.    
4.4.4 Core theme 2: The physical environment impacts on managing depression and 
communication disability for people with aphasia through a stepped psychological 
care approach 
Significant barriers and facilitators were identified as those associated with the physical spaces and 
resources of the hospital, home or community environments.  
4.4.4.1 Barriers:  Lack of quiet areas for counselling, social hubs for interaction and resources 
Participants from one regional and one metropolitan inpatient rehabilitation hospital most strongly 
stated how the hospital environment did not enhance mood for patients generally and people with 
aphasia. For example, the metropolitan setting transferred most rehabilitation stroke patients to the 
older wards of the hospital. Stroke health professionals reported that the older buildings negatively 
impacted on patients’ mood and comfort. This was due to the poorer conditions of shared and small 
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bedroom and bathroom spaces and lack of communal areas as compared to new and modern wards. 
Across all focus groups, there was acknowledgement that physical spaces within hospitals were not 
always conducive to providing privacy and quiet time for counselling. There was also a lack of 
social hubs to encourage social interaction amongst patients and families.  
Participants from all focus groups perceived that spaces within wards were not well-resourced to 
provide opportunities for social interaction or leisure activities in down time from structured 
therapy. Further, resources to enable communication (e.g., low and high technology communication 
aids) and facilitate participation in meaningful activities on wards were inadequate due to funding 
constraints.  
4.4.4.2 Facilitators: Modification of physical environment to enhance mood and communication 
access 
Strategies to overcome barriers in physical buildings and spaces were described as hopeful visions 
of new purpose-built wards. Other suggestions included modification of existing spaces to provide 
quiet areas for counselling, and social hubs of activity for interactions. Stroke health professionals 
compensated for the poor state of the old hospital wards by working more diligently to build rapport 
through enjoyable, personalised and meaningful therapy and interactions with patients and families.  
It was suggested that optimising the broader communicative environment would enable the 
implementation of stepped psychological care. Stroke health professionals identified that 
communication partner training and use of augmentative and alternative communication (low 
technology and high technology options such as ipads) would assist. Also, the practical use of 
written templates and tools to facilitate mood screening and interventions was suggested. One 
participant suggested that written information about stepped psychological care for people with 
aphasia and their families could be used to explain mood changes, progress in mood outcomes, and 
interventions.  
4.4.5 Core theme 3: The support and leadership of the health organisation influence 
change in any implementation of the stepped psychological care approach. 
The final core component related to factors within the health organisation or network. A common 
perception of stroke health professionals across all focus groups was that the leadership and support 
of allied health and medical managers is crucial to translate stepped psychological care into clinical 
practice. 
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4.4.5.1 Barriers:  Lack of leadership and resources such as funding and staff                   
Participants were clear that they required the ‘top-down’ support of their managers within allied 
health and medical teams to support the implementation of new models of service delivery. Staff in 
three of the focus groups perceived the medical leadership and model of care as being inconsistent 
with meeting the needs of people with aphasia and depression over time post-stroke. The focus 
group based in community practice particularly noted the need for leadership to drive flexible 
service delivery models for those with chronic aphasia living at home who often experience mental 
health disorders such as depression and anxiety. They also reported the need for community 
services to support people with aphasia, particularly those with complex issues such as efforts to 
return to work in addition to family roles and responsibilities.  
Participants perceived that a lack of resources in specialised staff such as psychologists, leisure 
therapists and stroke care coordinators was a major barrier. They also reported that general 
practitioners were key in supporting management of mood difficulties and depression. These 
barriers together with other role expectations, workload and time pressures on existing staff resulted 
in many participants questioning the viability of implementing stepped psychological care.  
4.4.5.2 Facilitators:  Strong leadership and resources such as psychologists 
Some health professionals reflected a need for allocated staff to facilitate changes within the 
multidisciplinary team to provide psychological care. They perceived this as a role in mood 
screening, coordinating care and referrals to psychology and liaising with family members. 
Employed psychologists and access to other specialised staff (e.g., psychiatrists) were perceived as 
necessary to support psychological care, especially those with complex problems such as severe 
depression. Participants who had accessible psychology colleagues reflected on the opportunities in 
knowledge exchange, skill development and problem-solving through working together in joint 
therapy sessions. Some participants reported that research evidence of stepped psychological care 
significantly reducing depression and length of hospital stay compared to ‘treatment as usual’ 
would provide a rationale for changing practice and gaining support from health managers to 
implement the new framework.  
4.5 Discussion  
The aim of this study was to identify and describe the barriers and facilitators to implementing 
stepped psychological care for depression after post-stroke aphasia from the perspective of stroke 
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health professionals. Participants reflected on their own capabilities and skill sets within the context 
of their local health network. It was clear that the factors relevant to the translation of a stepped 
framework were composed within three core themes, namely that the: 1) knowledge, skills and 
attitudes of stroke health professionals, people with aphasia and significant others have the most 
impact on translating stepped psychological care; 2) physical environment impacts on managing 
depression and communication disability for people with aphasia through a stepped psychological 
care approach; and 3) support and leadership of the health organisation influence change in any 
implementation of a stepped psychological approach.  Barriers and facilitators were derived within 
each core theme.  
These findings build upon and are consistent with psychological care after aphasia and stroke 
rehabilitation studies (Bayley, et al., 2012; Rose, et al., 2014; Sekhon, et al., 2015; Northcott, et al., 
2018). Health professionals’ lack of knowledge and skills in managing the combination of 
communication and mood problems has been well documented in previous studies (Rose, et al., 
2014; Sekhon, et al., 2015; Barnes et al., 2016; Northcott, et al., 2017; Cameron, et al., 2018; Baker, 
et al., 2018a). A lack of training opportunities in counselling for neurological communication 
disorders is also known (Holland & Nelson, 2014). Australian speech pathologists have reported 
that they predominantly use counselling to address negative emotional reactions after post-stroke 
aphasia, with 66% of survey respondents (n=188) using counselling frequently or very frequently 
(Rose, et al., 2014). Conversely, research has shown speech pathologists can tend to avoid 
addressing difficult emotions in therapy sessions (Simmons-Mackie & Damico, 2011). To a lesser 
degree, stroke health professionals may use therapies such as solution-focused therapy, motivational 
interviewing and behavioural therapy (Thomas, et al., 2013; Sekhon, et al., 2015; Northcott, et al., 
2015; Holland, et al., 2018). However, these were not reportedly used by health professionals in this 
study. It is clear that training in supporting mood difficulties and depression after post-stroke 
aphasia is required.  
The finding that physical space and resources for managing depression and communication 
disability after post-stroke aphasia is important and consistent with past research investigating 
communication access in healthcare (O’Halloran, et al., 2014). This finding is also relevant to 
recent research that investigated the enrichment of hospital environments to increase frequency of 
activity for patients after stroke (Rosbergen, et al., 2017).  Enriched environments provide access to 
equipment (e.g., games, music, ipads, books, newspapers and magazines), more opportunities for 
socialising in communal areas and provision of structured support sessions (e.g., emotional and 
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information support). Findings have demonstrated that stroke survivors within an enriched 
environment have higher levels of activity and better outcomes in social, physical and cognitive 
domains compared to those in usual care (Janssen, et al., 2014; Rosbergen, et al., 2017). A previous 
study found that staff perceived not only improved levels of activity, but also patient morale and 
enhanced mood following enriched environment stroke intervention (White, et al., 2014a). 
Depression end points were not included in these studies and the experience of enriched 
environments for people with aphasia is unknown, further research is warranted.  
Regarding the need for resources, participants in the current study highlighted the usefulness of 
access to computers. This is relevant to high technology aids for communication in aphasia and the 
emerging digital or e-health technologies to improve access to mental healthcare and information 
(Christensen & Hickie, 2010; Draper & O’Donohue, 2010). The lack of staff and resources, and 
workload pressures found in this study are consistent findings of a large study which investigated 
translation of evidence-based stroke care in Australia (Purvis, et al., 2014). Allocation of funding to 
stroke services across the continuum of care would enable the structure of an appropriate and varied 
staff profile to deliver psychological care. Enderby and colleagues (2017) highlighted the need for 
rehabilitation to be provided in the long-term after stroke to prevent re-admission, depression and 
social isolation. Multidisciplinary interventions in the community are therefore needed to manage 
depression for people with aphasia.  
The barriers and facilitators identified in this study provides some direction in managing the clinical 
implications. Clinical solutions to current barriers should be aligned with the International 
Classification of Functioning, Disability and Health (ICF) (WHO, 2001) and the research evidence 
in stepped psychological care after stroke (Kneebone, 2016; Baker, et al., 2017) and psychological 
well-being in stroke and aphasia (Lincoln, et al., 2012 Holland & Nelson, 2014; Worrall, et al., 
2016). Translating the evidence of stepped psychological care into stroke rehabilitation may also 
draw on the research evidence of implementation science within the fields of stroke and aphasia.  
Implementation science is the study of methods to promote the uptake of evidence-based practices 
into routine practice and inform health stakeholders on how to improve healthcare and outcomes 
(Eccles, et al., 2011). Methods of applying evidence in clinical practice have been researched and 
include identification of local barriers; audit and feedback; educational meetings and workshops 
and educational outreach and collaborations (O’Brien, et al., 2007; Forsetlund, et al., 2009; Ivers, et 
al., 2014). Specifically, in the clinical practice of aphasia rehabilitation, areas of high priority for 
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implementation of clinical change have been identified and include information provision and 
patient-centred goal setting (Shrubsole, et al., 2017). These two areas of priority are highly relevant 
to enhancing mood and improving depression outcomes for people with aphasia and their 
significant others as highlighted in a systematic review (Baker, et al., 2017). This review found that 
a variety of rehabilitation interventions may enhance mood including goal setting and achievement 
and psychosocial support (Baker, et al., 2017). The identification of priorities through research is 
important, however, strategies need to be tailored to the local health context through an evaluation 
of local priorities, available resources and barriers using theoretically derived frameworks  
Research investigating the outcomes of staff training to manage mood problems and 
communication disability has demonstrated positive results. For example, evidence suggests 
positive results in the care of people with aphasia following staff training in counselling and 
communication skills (Ross, Barton & Reading, 2009). Regarding mood screening, occupational 
therapists working with psychologists have developed and implemented mood screening protocols 
after stroke (Kneebone, et al., 2010). The perceived facilitators of training and education (such as 
aphasia-specific mood screening; behavioural therapy to treat depression) found in this study can 
drive a focus on up-skilling all health professionals in these components of stepped care. Further, as 
highlighted by one participant, it is important that health professionals understand stepped care. As 
noted in a past study, health professionals need user-friendly guidelines with explicit information 
and guidance to facilitate change in clinical practice (Miao, et al., 2015). Training and education 
may also help to overcome negative attitudes and mental health stigma in this area.  
The change to mental health systems through national initiatives are likely to assist in overcoming 
stigma and allowing people to access the help required. The research and promotion of mental 
health help-seeking behaviour (e.g., Mojtabai, et al., 2016) will be a key component to the 
minimisation of stigma associated with depression in post-stroke aphasia. Further research is 
required to investigate mental health stigma and programs to increase mental health literacy for 
people with aphasia (Corrigan, Patrick, Benjamin, & Deborah, 2014; Taubner et al., 2017). 
However, strategies to overcome it may include open discussions in clinical sessions about the 
person and family’s cultural background and needs, and history of mental health and help-seeking 
behaviour (Tasman et al., 2015; Wendt & Shafer, 2016). Adopting previous coping strategies, mood 
monitoring and tailoring stroke rehabilitation therapy to the person’s interests may assist to manage 
mood difficulties and depression (Townend, et al., 2007; Thomas, et al., 2013; Kneebone, 2016). 
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Past research highlights the importance of providing psychological support and normalising mood 
changes post-stroke (Kneebone, 2016).  
Importantly, participants in the current study also reflected on optimisation of communication for 
people with aphasia as a facilitator to implementing stepped psychological care. One solution is 
through communication partner training of health professionals and family members as research has 
shown this to enhance mood outcomes (Saldert, et al., 2013; Eriksson, et al., 2016a; Eriksson, et al., 
2016b). Small or minor changes to the physical environment can occur also (e.g., use of 
communication devices, bringing personal items into hospital such as photos). Larger changes to 
the physical environment require funding (e.g. development of enriched environment or new, 
purpose-built rehabilitation facilities). 
The support of managers within health organisations is essential to implement change of service 
delivery in the longer term. Health professionals perceived the need for funded resources such as 
specialised staff, training and therapy equipment for making changes to clinical practice. Other 
potentially valuable staff include trained mental health workers, counsellors, music therapists and 
employment assistants; however, none of these were identified by participants in this study.  
Organisations may support translation of stepped care through addressing local issues unique to the 
health network, developing policy, and applying guidelines for behaviour change in health 
professionals. For example, a systematic review showed that change in behaviour of health 
professional practice (e.g., doctors in clinics and hospital settings) can occur and improve quality of 
care with a process of independent auditing and feedback (Ivers, et al., 2012). The allocation of a 
clinical specialist or champion role to lead translation of evidence has also been successful 
(Patterson, Enright, Dinkin, & Champion, 2017). Changes to support and value the prioritisation of 
depression and communication disability may help facilitate psychological care in aphasia 
management (Foster, O’Halloran, Rose, & Worrall, 2014; Baker, et al. 2018a). Other organisational 
bodies beyond health networks (e.g., government-funded and non-profit groups in stroke and 
mental health) also have the capacity to provide resources and influence change of practice. 
However, these bodies were not described by participants in this study.  
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4.5.1 Rehabilitation implications 
• Stepped psychological care after post-stroke aphasia is an evidence-based framework to 
prevent and treat depression. Stroke health professionals require support and specialist 
training to translate this model into stroke rehabilitation. 
• Routinely integrating mood screening and interventions into stroke rehabilitation and 
optimising communication and counselling for people with aphasia and their 
families/friends are reported to be facilitators to better care. 
• Change requires health organisation leadership and resources to enhance physical spaces of 
hospitals (e.g., create social hubs), enable accessible communication for people with aphasia 
and drive policy development and promote ‘knowledge to action’ change in this area of 
stroke rehabilitation 
4.5.2 Limitations to the study  
Although efforts were made to sample a varied group of stroke health professionals, recruited 
participants were from allied health, nursing and medical fields. There were no representatives from 
dietitians, stroke care co-ordinators, pharmacists, community nurses and general practitioners. In 
addition, the generalisability of the findings is limited to the participants and contexts from which 
the data was gathered. The researchers’ background in speech pathology and aphasia rehabilitation 
and research may be a source of potential bias in the construction of focus group questions, their 
responses, data analysis and interpretation. This bias was minimised through keeping a reflective 
journal, transparency in analysis, peer debriefing and shared decision-making in analysis and 
interpretation amongst the group of researchers.  
4.5.3 Future directions 
Implementation science offers theoretical frameworks and methods for evaluating strategies to 
overcome the identified barriers. Future research will need to evaluate the effectiveness of these 
strategies so that stepped psychological care will continue to be implemented. Investigating the 
perspectives of people with aphasia and their family members will contribute to an understanding of 
their preferences for stepped psychological care. It is essential to tailor evidence-based interventions 
to their needs through inclusion in stroke research.  
  
138 
4.6 Conclusions 
In this study, the barriers and facilitators to implementing the framework of stepped psychological 
care for depression after post-stroke aphasia were investigated from the perspective of stroke health 
professionals. The core component identified with most impact on implementation to practice is the 
knowledge, skills and attitudes of stroke health professionals, people with aphasia and their 
significant others. Clearly, training and education in components of mood screening and tailored 
multidisciplinary interventions via a stepped framework are required. In addition, training in 
understanding the nature of aphasia and communication support are essential for all involved. The 
physical environment and availability of therapy resources are also important in managing 
depression and communication disability after post-stroke aphasia. Finally, clinical innovation is 
influenced by organisational support and leadership. The effective implementation of stepped 
psychological care is a key priority to improve stroke and aphasia outcomes. The barriers identified 
in this study need to be overcome to improve the psychological health of stroke and aphasia 
survivors.   
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Chapter 5 statement of contribution 
Chapter 5 is based on the following paper in preparation for submission to a peer-reviewed journal:  
Baker, C., Worrall, L., Rose, M., & Ryan, B (2018c). Experiences of mood changes and depression 
after post-stroke aphasia. (in preparation). 
Contributor Statement of contribution 
Caroline Baker Conception and design (60%) 
Analysis & interpretation (50%) 
Wrote the paper (100%) 
Linda Worrall Conception and design (15%) 
Analysis & interpretation (20%) 
Edited the paper (50%) 
Miranda Rose Conception and design (10%) 
Analysis & interpretation (15%) 
Edited the paper (30%) 
Brooke Ryan Conception and design (15%) 
Analysis & interpretation (15%) 
Edited the paper (20%) 
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Chapter 5  
Experiences of mood changes and depression after post-
stroke aphasia 
Chapter 1 provided an overview of evidence that many people with aphasia experience serious 
psychological and mental health conditions as a consequence of stroke and communication 
disability. People with aphasia experience a range of negative impacts on sense of self, relationships 
and life participation which impact mood. Chapters 3 and 4 highlighted the perspectives of stroke 
health professionals and discussed potential solutions in translating stepped psychological care for 
stroke-related aphasia to clinical practice. The perspective of people with aphasia, within the 
context of their own experience of mood changes and depression, is limited in qualitative research 
literature. It is necessary for people with aphasia to contribute to the research and inform the 
translation of stepped psychological care to clinical practice. The aim of this chapter is to describe 
the perspective of people with aphasia regarding: a) their experience of mood changes, depression 
and current practice; and b) their preferences within a stepped psychological care approach.  
The content of this chapter is in preparation for publication, Baker, C., Worrall, L., Rose, M., & 
Ryan, B (2018c). Experiences of mood changes and depression after post-stroke aphasia. (in 
preparation). 
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5.1 Abstract 
Background  
People with aphasia after stroke are at high risk of depression. The understanding of their 
experiences of mood changes, depression and current practice is extremely limited. Stepped 
psychological care is recommended for stroke rehabilitation, yet the preferences of people with 
aphasia within the framework are unknown. Psychological care needs to reflect the preferences of 
people with aphasia. 
Aims 
To describe, from the perspective of people with aphasia: a) the experience of mood changes, 
depression and current practice after post-stroke aphasia; and b) preferences within a stepped 
psychological care approach.  
Method 
Ten people with aphasia participated in two semi-structured interviews each, within a maximal 
variation sample (severity of aphasia, presence or not of possible depression).  Video data from the 
20 interviews were transcribed for speech and non-speech communication and were analysed using 
Interpretive Description.  
Results 
All participants (screened with or without possible depression using the SADQ-10) self-reported 
mostly negative mood changes after aphasia,  Three core themes were derived: 1) the onset of 
stroke and aphasia is a traumatic event resulting in mood difficulties and depression; 2) people with 
aphasia are trying to work through communication and mood difficulties with limited psychological 
support and services in stroke rehabilitation; 3) positivity, supported communication and access to 
individually tailored therapy through stepped psychological care are essential to people with 
aphasia.  
Conclusion 
This study highlights that depressive symptoms are frequently self-reported in people with aphasia.  
More action and resources are required to promote positivity, supported communication and 
tailored therapies to improve mood and depression outcomes after aphasia. 
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5.2 Introduction 
The pervasive impact of aphasia from acute onset to chronic communication disability is associated 
with psychological and serious mental health conditions (Lincoln & Kneebone, 2012). The 
prevalence of depression has been reported to be around 60% at 12 months after post-stroke aphasia 
(Kauhanen, et al., 2000). Aphasia is a significant risk factor for depression (Kutlubaev & Hackett, 
2014) and frequently results in other psychological conditions such as anxiety, negative change in 
identity, social isolation and frustration (Brumfitt, 1993; Parr, 2001; Shadden & Agan, 2004; 
Morris, et al., 2017). The contributing factors of increased emotional distress and communication 
disability in aphasia can lead to reduced quality of life (Hilari, et al., 2010; Hilari, et al 2012; Hilari, 
et al., 2015). Despite the high prevalence of depression and negative impact on quality of life after 
post-stroke aphasia, audit reports demonstrate limited psychological support and intervention after 
stroke (Canadian Stroke Network, 2011; National Stroke Foundation, 2016; Royal College of 
Physicians, 2017). 
Despite a lack of psychological support occurring in practice, there are evidence-based 
interventions available. Routine mood screening is known to help and can be adapted for people 
with aphasia after stroke (Townend, et al., 2007; Kneebone, et al., 2010). There is also evidence for 
interventions that may enhance mood and help those with clinically significant depression through a 
stepped psychological care framework (Thomas, et al., 2013; Kneebone, 2016; Baker, et al., 2017). 
Stepped psychological care is effective for depression compared to usual care in the neurotypical 
population (van Straten, et al., 2015). It offers the current best research evidence for psychological 
care after stroke. The framework consists of four levels, whereby all patients enter level 1 for 
routine mood screening, support and appropriate interventions for those with ‘sub-threshold’ mood 
symptoms. Patients who are screened with possible depression, are further assessed and matched to 
the appropriate type and intensity of care within levels 2, 3 or 4 (Kneebone, 2016). Interventions 
may include anti-depressant medication management and behavioural therapy. The framework 
offers stroke health professionals the opportunity to implement interventions matched to “steps” 
based on factors such as the severity of the person’s mood symptoms and progress following 
treatment (Kneebone, 2016).   
An understanding of the experience of low mood, depression and current practice from the 
perspective of people with aphasia provides important contextual information for implementing 
stepped psychological care. Currently, there is no qualitative research exploring the experience of 
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emotions, low mood or depression from the perspective of people with varying severities of aphasia 
and depressive symptoms. Additionally, there is no research evidence for what people with aphasia 
find helpful for low mood and depression and their preferences for psychological care within a 
stepped care framework. Research focusing specifically on the personal experience of mood 
changes and depression can provide the ‘voices’ of people with aphasia, who are often excluded or 
inadequately described in stroke research (Brady, Fredrick, & Williams, 2013). The following 
paragraphs highlight the relevant research into the experience of depression in the neurotypical, 
stroke and aphasia populations. 
In the neurotypical population, perspectives of depression have been described from the view of 
younger people with themes including social isolation, overwhelming suffering and despair 
(Midgley, et al., 2015; Weitkamp, Klein, & Midgley, 2016). The challenges of managing growth in 
the incidence of depression, at individual and societal levels, of an ageing population has also been 
documented (Murray & Lopez, 1997). A metasynthesis of 13 qualitative studies on the experience 
of depression in older adults showed themes of: 1) experiences (emotional and physical); 2) causes 
(e.g., medical, loneliness, financial, relationships); 3) recovery (e.g., coping strategies, personal 
attributes and formal treatment); and 4) barriers to treatment (Corcoran, et al., 2013). The study also 
highlighted the importance of mood screening and providing counselling for grief and loss 
(Corcoran, et al., 2013). In terms of service provision for these mental health conditions, only a 
third of people receive professional help each year (Wang, et al., 2007). People in low- and middle-
income countries have reduced access to services when compared to those in high-income countries 
(Wang, et al., 2007; WHO, 2013).  
Mental health researchers have aimed to minimise this treatment gap by understanding the help-
seeking behaviours of people. One of the most frequently cited factors influencing help-seeking 
behaviour for mental health concerns is help-seeking attitudes (Li, Dorstyn, & Denson, 2014; 
Hammer, et al., 2018). Help-seeking attitudes are people’s evaluation (good versus bad idea) of the 
act of seeking mental health professional services (Hammer, et al., 2018). Interventions intended to 
positively impact help-seeking attitudes may improve uptake of psychological services. A 
randomised control trial involving younger neurotypical adults found that an online help-seeking 
tool lowered negative affect and resulted in more users finding help in the shorter term compared to 
usual strategies of help-seeking (Sanci, et al., 2017). Currently, there is no research evidence that 
investigates the influence of help-seeking attitudes in people after stroke and aphasia.  
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A study of the insider perspective of stroke survivors with psychological distress within the first 
year found themes of: the fear of another stroke, loss of self, and sense of isolation and loneliness 
(Crowe, et al., 2016). Another qualitative study of 14 stroke survivors with psychological distress 
who were more than one year post-stroke found a different set of themes: 1) the physical impact of 
psychological morbidity (e.g., fatigue, inactivity); 2) psychological distress (e.g., feelings of shock, 
guilt, frustration); 3) factors that attenuated psychological distress (e.g., acceptance, motivation and 
positivity); and 4) implications for service delivery beyond 12 months post-stroke (i.e., a need for 
long-term mood monitoring and allied health services to enhance community participation) (White, 
et al., 2014b). As with many stroke studies, these two studies did not report whether people with 
aphasia were included.  
Past research has shown that people with aphasia experience greater psychological distress, less 
diversity of social networks, and more negatively affected friendships than stroke survivors without 
aphasia or healthy age-matched peers (Cruice, et al., 2006; Hilari, 2011; Shehata, et al., 2015; Hilari 
& Northcott, 2016). In the longer term after post-stroke aphasia, factors contributing to distress are 
loneliness and low satisfaction with one’s social networks (Hilari, et al., 2010). Aphasia and 
associated psychological problems disrupt a person’s ability to engage in stroke rehabilitation and 
life activities. In the first 12 months post-stroke, low mood is consistently and negatively associated 
with successfully living with aphasia (Worrall, et al., 2017). Important descriptive and personal 
accounts of the impact of aphasia on emotions and psychosocial aspects of living have highlighted 
the need for providing psychological care (e.g., Parr, Byng, & Gilpin, 1997; Parr, Duchan, Pound, 
& Swain, 2004). However, there are reports that people with aphasia may be reluctant to seek 
professional help and health professionals lack the confidence and skills to provide psychological 
and mental healthcare to this population (Rose et al., 2014; Sekhon, et al., 2015; Barnes et al., 
2016). There is limited understanding, within the current literature, of the ways in which people 
with aphasia prefer to manage mood problems and depression.  
An in-depth investigation of mood changes, depression and current practice after post-stroke 
aphasia is required as contextual information to inform the implementation of the stepped 
psychological care framework. In addition, the preferences of people with aphasia for psychological 
care within the framework will assist in modifying and adapting interventions. The overall aims of 
this study are to describe, from the perspective of people with aphasia: a) the experience of mood 
changes, depression and current practice after post-stroke aphasia and then, within the context of 
these experiences, to describe b) preferences within a stepped psychological care approach.  
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5.3 Method 
5.3.1 Study design 
A qualitative research design was used to explore and understand the experience of people with 
aphasia regarding mood changes and preferences for stepped psychological care. These 
perspectives were gathered through semi-structured interviews. Interpretive Description was chosen 
for the methods and data analysis as an appropriate approach to this qualitative study. This 
approach aims to generate clinically applicable findings to research questions derived from the 
health field (Thorne, 2016). Interviews were chosen to enable people with aphasia to have their 
experiences conveyed in a supportive communication environment with the primary researcher 
(Luck & Rose, 2007). This method has been effective for data generation in previous aphasia 
studies (Brown, et al., 2010; Grohn, Worrall, Simmons-Mackie, & Brown, 2012;). The research 
followed the COnsolidated criteria for REporting Qualitative research (COREQ) (Tong, et al., 
2007) (see Appendix C-3). Ethics approval for the research was gained from The University of 
Queensland Behavioural and Social Sciences Ethical Review Committee and Melbourne Health 
Human Research Ethics Committee (see Appendix A). Site-specific approval (research governance) 
was gained at three health network sites across two states of Australia, Victoria and South Australia.  
5.3.2 Sampling procedure  
The ten participants with aphasia were purposively sampled using maximum variation of participant 
characteristics (Liamputtong, 2013). The following characteristics were identified to construct the 
sample: 1) mild, moderate or severe language impairment limitation as rated by the AusTOMs 
Language Impairment Limitation scale (Perry & Skeat, 2014); 2) presence or absence of possible 
depression as rated by the Stroke Aphasic Depression questionnaire (SADQ-H10) hospital version, 
cut-off 6/30 (Bennett, Thomas, Austen, Morris, & Lincoln, 2006) or (SADQ-10) community 
version, cut-off 14/30 (Leeds, et al., 2004) depending on participant phase of care; 3) hospital 
inpatient rehabilitation or community transition phase of care; and 4) metropolitan or rural/regional 
town dwellers. Table 5-1 provides a sampling matrix of participant variables that guided the 
sampling procedure and the characteristics of the participants recruited across contexts. 
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Table 5-1 Sampling matrix of participant variables 
Participant 
characteristics 
Participant context 
 
 
AusTOMs language 
impairment scale 
In-patient 
rehabilitation: 
Community 
Metropolitan Rural/regional 
Guide for 
recruitment 
Participant 
characteristics 
Guide for 
recruitment 
Participant 
characteristics 
Guide for 
recruitment 
Participant 
characteristics 
Mild 1:1 n=4 >3 n=6 >3 n=4 
Moderate 1:1 n=2 
Severe/profound 1:1 n=4 
SADQ-10 / SADQ-H10 
possible depression 
  
Yes 3:3 n=5 
No 3:3 n=5 
AusTOMs Australian therapy outcome measure scale; SADQ-10 Stroke Aphasic Depression 
Questionnaire 10 items community version; SADQ-H10 Stroke Aphasic Depression Questionnaire 
10 items hospital version.  
5.3.3 Participants and recruitment 
Twelve people with aphasia were invited to participate in the research. A total of 10 people with 
post-stroke aphasia, 3 females and 7 males, consented and met selection criteria. Participants were 
an average age of 62.2 years (SD 13.43, range 38–79). Participant details are described in Table 5-2.
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Table 5-2 Participant characteristics  
Code Gender Age AusTOMs  
level of language 
impairment limitation 
SADQ score & 
version 
Possible 
depression based 
on SADQ 
score?* 
Past history 
of 
depression? 
(Y/N) 
Level of 
satisfaction with 
social 
network** 
Months post-
onset aphasia 
Transition phase of 
care and location 
   expressive receptive      
01 M 38 mild moderate 7 - C N N 4 29 C – metropolitan 
02 M 52 severe moderate 13 - H Y Y 1 3 IPR – rural/regional 
03 F 74 mild mild 4 - H N N 5 1 IPR – rural/regional 
04 M 79 severe moderate 8 - H Y N 5 4 IPR - metropolitan 
05 M 46 mild mild 8 - C N N 4 14 C – metropolitan 
06 F 57 severe moderate 17 - C Y N 4 2 C – metropolitan 
07 M 69 severe severe 9 - H Y N 5 2 IPR – metropolitan 
08 M 66 mod mild 16 - C Y N 3 30 C – rural/regional 
09 F 74 mild mild 2 - C N Y 3 2 C – rural/regional 
10 M 67 mild mild 13- C N N 4 5 C – metropolitan 
AustTOMs Australian therapy outcome measures SADQ Stroke Aphasic Depression Questionnaire F female; M male; Y yes; N no; IPR inpatient 
rehabilitation; C community; H hospital; Met metropolitan R rural/regional 
* SADQ scores of 15 or greater (community version), and 7 or greater (hospital version) indicates possible depression.  
**1: not at all; 2: a little; 3: some; 4: a lot; 5: completely.
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Two people with aphasia declined to participate in the study due to change in level of interest. 
Demographics of these participants were not collected. Participants were recruited across two 
Australian states (Victoria and South Australia) from metropolitan and regional health networks. 
The primary researcher worked with a speech pathologist at each site to gain expressions of interest 
from potential participants through brief one-to-one discussion about the project. Speech 
pathologists within community settings tended to refer participants who were involved in activities 
with something to say about their situation (e.g., adjusting to aphasia as a younger stroke survivor). 
Those referred in hospitals were varied in social backgrounds, individual needs, goals and 
motivation. Following this, if the person with aphasia expressed interest and consented to being 
contacted by the primary researcher then a full information session was scheduled with verbal and 
written information about the study and an invitation to participate. Participants were required to 
meet the following criteria: Inclusion criteria: 1) diagnosed with aphasia due to stroke by treating 
speech pathologist, and confirmed at interview using the Australian therapy outcome measure  
(AusTOMs) Language Impairment Limitation scale (Perry & Skeat, 2014); 2) sufficient 
communication skills in English to provide informed consent and participate in an interview of at 
least 15 minutes; and 3) adult aged 18 or over. Exclusion criteria: 1) aphasia due to causes other 
than stroke (e.g., traumatic brain injury, dementia, brain tumour); 2) concomitant 
neurological/degenerative disease (e.g., Parkinson’s disease) or mental health disorder (except past 
history or new onset of depression and/or anxiety); and 4) participation in any other aphasia 
research trial addressing psychological care.    
5.3.4 Data collection 
Data was collected from all participants through in-depth, semi-structured interviews, participant 
background information, research field notes and a reflective research journal (refer to Appendix C-
5 for an example of research journal extract).  
5.3.5 Structure and facilitation of interviews 
Each person with aphasia participated in two semi-structured interviews conducted on two different 
days within a period of 1 to 2 weeks. The interviews provided an opportunity for people with 
aphasia to tell their story and convey experiences of emotions, mood changes and/or depression and 
preferences for care within a stepped psychological care approach. Each interview was in either the 
rehabilitation hospital (therapy room or single bedroom) or at the person’s home.  
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The researcher used a topic guide to facilitate a supported conversational style of discussion 
between the participant and the researcher (see Appendix C-1). This guide ensured responses were 
elicited on the topic of research, however it was not adhered to in a rigid manner of specific 
wording or sequential questioning. This guided approach optimised the capabilities of each 
participant to build a rapport with the researcher and engage in the interview process. The two 
interviews were carefully designed to elicit perspectives on contextual information of 1) 
experiences of mood changes, depression and current practice, then within this context, their 2) 
preferences within stepped psychological care. 
The topic guide for the first interview included questions and prompts about the following areas: 1) 
experience of having a stroke and aphasia; 2) experience of feelings, mood changes and/or 
depression since post-stroke aphasia onset; 3) what helped or didn’t help mood and/or depression 
from onset to current context. 
The topic guide for the second interview included sharing written, pictorial and verbal information 
about stepped psychological care for people with aphasia after stroke (see Appendix C-2). 
Questions and prompts about stepped psychological care included: 1) general impressions of 
psychological care; 2) experiences and/or reflections on assessment of feelings and therapy to 
enhance mood (level 1 of stepped care); 3) experiences and/or reflections on interventions to treat 
depression (e.g., behavioural therapy to increase schedule of enjoyable activities; medication 
management; psychology service) (levels 2 to 4 of stepped care).  
Supported conversation strategies were used to optimise communication within interviews, as well 
as to provide support during communication breakdowns in the interview (Kagan, Black, Duchan, 
Simmons-Mackie, & Square, 2001). Strategies included the researcher gaining background 
information about each participant’s communication strategies; verbal, written and pictorial 
representation of topics; use of key words (written and verbal), drawings and/or real objects during 
interactions. Participants were encouraged to use a range of communication modes to convey their 
message, such as pointing, drawing, writing or using numbers. The researcher consistently used 
questions (e.g., yes/no questions) and feedback to check the accuracy of understanding of the 
participant’s communication within interviews. 
Interviews were video-recorded to capture all modes of communication (speech and non-speech). 
Each participant conveyed messages and interacted with the researcher in various ways through 
speech, facial expression, gesture, drawing and writing. Speech was transcribed verbatim and notes 
  
150 
were taken of non-speech communication. The researcher transcribed interviews with participants 
who had moderately to severely impaired language (n=6) and a professional transcription service 
transcribed those with mildly impaired language (n=4). Interview 1 had a mean duration of 44.8 
minutes (SD 14.46, range15–63) and interview 2 was on average, 39.8 minutes (SD 14.63, range 
18–65). The interview time across interviews 1 and 2 was a mean of 42.3 minutes (SD 14.40, range 
15–65). Research field notes and a reflective journal included the following details: 1) date and 
time; 2) location of interview; 3) environment (e.g., distractions); 4) interactions between 
participant and researcher (e.g., confirmation of understanding, non-speech-based communication 
such as voice tone and gesture); 5) initial emerging themes and interpretations; and 6) the 
researcher’s reflections on challenges, experiences and decision-making in data generation and 
research processes (refer to Appendix C-5 for examples of extracts from reflective research 
journal).  
5.3.6 Data analysis and rigour 
Twenty interview transcripts, research field notes and the reflective journal were the data products 
used for analysis. This study adhered to the COnsolidated criteria for REporting Qualitative 
research (COREQ) (Tong, et al., 2007), refer to Appendix C-3. The transcripts were analysed using 
the steps detailed by Interpretive Description as a guide with details provided in Table 5-3. Data 
analysis was conducted using the qualitative software package NVivo 11 (QSR International Pty 
Ltd, 2015) and pen and paper for note taking, concept mapping of codes and emerging themes and 
sub-themes. Data saturation was partially achieved (Guest, et al., 2006) through use of the same 
topic guide for each participant, however there were limitations in variation of the sample with only 
two participants with moderate aphasia. An example of the thematic analysis and interpretive 
process is provided (see Appendix C-4).
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Table 5-3 Interpretive description data analysis and rigour (Thorne, 2016) 
Data analysis process: 
Early immersion Repeated reading of transcripts and watching and listening to audio-video 
recordings. Notes of context, meanings, interactions.  
‘Open’ coding Recognised concepts and categories. Open coding used first, e.g., “I felt like I 
was in a prison at rehabilitation ward” à ‘trapped feeling’ 
Ongoing ‘axial’ coding Grouped related codes emerging within ‘open’ codes, e.g., “I felt like I 
was in a prison at rehabilitation ward” with two categories “lack of independence” and “being 
spoken down to by some staff” the axial code is a phrase like “a combination of lack of 
independence and being spoken down to by some staff affected mood”  
Understanding relationships Development of core themes and sub-themes which extends on 
categories  
Sustained analysis and interpretation Production of meaningful findings over time, noting 
interpretive bias of research team. 
Confirming and expanding Used self-reflection and ‘online’ follow-up/confirmation during 
and after interviews 1 and 2 – researcher actively sought to confirm understanding of the person 
with aphasia’s messages conveyed during and immediately after interviews. 
Seeking outliers and critical self-reflection of analysis Found examples of outliers within 
transcripts (e.g., not all participants have close family support to help manage low 
mood/depression; conflict in families can exacerbate mood problems). 
Conceptualising findings Created thematic descriptions (Morse, 1994) reflected in an 
interpretive statement to address the research aims. 
Research rigour: 
Research ethics and governance approval Gained for multiple health networks. 
Peer debriefing and coding Team of researchers discussed transcripts, conducted peer coding 
of transcripts; discussed categories and themes/sub-themes. Decisions about data analysis were 
made together.  
Audit trail Documented record of raw data (e.g., transcripts); data analysis products (e.g., 
grouped codes) and data synthesis products (e.g., interpretations and drafts of results) (Rodgers 
& Cowles, 1991).  
Acknowledged potential bias Team consists of speech pathologists and researchers in aphasia. 
Participant feedback Given the communication barriers, and for some the added cognitive 
difficulties (e.g., memory problems), an ‘online’ process of checking the meaning of 
participants’ responses occurred during and immediately following interviews to check the 
researcher’s understanding of the participants’ responses to questions. 
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5.4 Results 
5.4.1 Contextual statement about the perspective of people with aphasia 
The participants met the researcher on two or three occasions each for the initial participant 
information and consent process and subsequent interview sessions, which helped to strengthen 
rapport and confirm individual findings. Participants were first asked about the structure of their 
social network and level of satisfaction with the network (using a 5-point scale from ‘not at all’ to 
‘completely’) as described in social support model studies (Antonucci & Akiyama, 1987). 
Participants were presented with three concentric circles printed on paper with a smaller circle in 
the centre with ‘you’ written. Participants were asked who they were closest to (recorded in the 
innermost circle); then they were asked about those who were not as close, but were still important 
to them – for example, good friends – (recorded in the next circle); finally, they were asked about 
those who had not been mentioned but who were still close enough, and important enough, to be 
included in their network (recorded in the outermost circle). This initial discussion was used to gain 
an understanding of the participant’s social background and to contribute to the data.  
For those interviewed in the community, the context of their home provided the researcher with a 
fuller understanding of the person’s identity due to the presence of family members, pets, photos 
and objects. These aspects of the person’s life were more readily available to refer to in interviews, 
as compared to those within inpatient rehabilitation. All participants were able to provide insights 
into their experience of mood changes and/or depression after post-stroke aphasia. Although 
aphasia-friendly information about stepped psychological care was provided, some participants had 
difficulty understanding this framework of care. None of the participants had participated in stepped 
psychological care in stroke rehabilitation. However, some had received interventions that are 
commonly detailed within stepped psychological care, such as anti-depressant medication 
management. Often, participants responded to the information about stepped psychological care by 
trying to work out what level of care they required (e.g., step 1, 2, 3 or 4). They also reported what 
interventions helped, or did not help, them and what they would have liked to receive (e.g., more 
individual sessions with psychology for counselling) (see Appendix C-2). The similarities and 
differences in diversity of participants’ responses are highlighted in the results.  
5.4.2 Interpretive Description analysis 
Interview analysis using Interpretive Description showed differences in experiences due to variation 
in participant characteristics, phases of care, and access to services and resources based on location 
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(e.g., metropolitan versus rural/regional). However, common areas of experiences and preferences 
for stepped psychological care were derived from the data across all participant interviews. These 
components are highlighted in core themes and subthemes. These themes are presented as an 
interpretive statement of experience regarding mood changes, depression and current practice. The 
process of thematic analysis is provided (see Appendix C-4). These themes are detailed with 
examples of direct quotes in Table 5-4. Participant details corresponding to the participant coded 
quotes are provided in Table 5-2. The first theme identified that the onset of stroke and aphasia is a 
traumatic event resulting in mood difficulties and depression. The second theme highlights that 
people with aphasia are trying to work through communication and mood difficulties with limited 
psychological support and services in stroke rehabilitation. Finally, the third theme showed that 
positivity, supported communication and access to individually tailored therapy through stepped 
psychological care are essential to people with aphasia. Three or four sub-themes were identified 
within each theme. These sub-themes interact across complex individual circumstances, such as: 
concomitant aphasia and depression; various levels of perceived social support; and various levels 
of access to services and therapy.  
Each theme and set of corresponding sub-themes are described in the following section.
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Table 5-4 Core themes and sub-themes  
Core theme Sub-themes Examples of quotes 
1. The onset of stroke and 
aphasia is a traumatic event 
resulting in mood difficulties 
and depression  
a) People with aphasia experience mood difficulties 
and depression  
“But it was dark. It was really dark… It’s sort of just 
getting darker and darker, really.” (08) 
b) People with aphasia are concerned for the well-
being of their family members 
“my family is definitely traumatised what happened” (01) 
c) Concomitant aphasia and depression result in 
disengagement in stroke rehabilitation and social 
activities 
“didn’t wanna do anything, learn anything. Just go away 
and leave me alone” (09) 
2. People with aphasia are 
trying to work through 
communication and mood 
difficulties with limited 
psychological support and 
services in stroke rehabilitation 
a) Low mood and depression are infrequently 
addressed in stroke rehabilitation 
I; Have you been asked how you feel? 
P: No 
I: Here staff can provide information about how mood can 
change after stroke 
P: [incomprehensible] supposed to do 
I: Yes that’s what they’re supposed to do but did they do it? 
P: No (07) 
 b) Stroke health professionals sometimes lack a full 
understanding of the history and communication needs 
of the person with aphasia in order to effectively 
address low mood and depression 
“Anyway, so that’s the interest – aphasia. It’s pretty 
invisible.” (10) 
“They [staff’] wouldn’t know [feeling depressed]” (08) 
 c) People with aphasia are not always supported to 
communicate, be independent or make decisions in 
stroke rehabilitation which impacts on mood 
“I wanted to go down to the café to get coffee, but I wasn’t 
allowed…they treated me like a little boy.” (10) 
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Table 5-4 Continued 
Core theme Sub-themes Examples of quotes 
3. Positivity, supported 
communication and access to 
individually tailored therapy 
through stepped psychological 
care are essential to people 
with aphasia 
a) Communication support with positive attitudes are 
needed to address low mood and depression in stroke 
rehabilitation 
“need to be positive always” (01) 
“To be able to speak better and remember a lot of that,… 
she’ll [speech pathologist] go over it with me again and 
again” (04)  
b) People with aphasia need information and choice of 
tailored therapy to manage low mood and depression 
“Well they give it to us whether we want it or we don’t.” 
(04) 
c) Relationships with family, friends and stroke peers 
are very important in managing low mood and 
depression  
“our doctors saved my life but [my baby] also saved my 
life because more motivation to get better” (01) 
 
 d) Improving awareness of psychologists’ role and 
access to services are required 
“I just had one session with the psychologist…I said no, I 
don’t want to go back to that” (05) 
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5.4.3 Core theme 1:  The onset of stroke and aphasia is a traumatic event resulting 
in mood difficulties and depression 
This core theme included the sub-themes: a) people with aphasia experience mood difficulties and 
depression; b) people with aphasia are concerned for the well-being of their family members; and c) 
concomitant aphasia and depression result in disengagement in stroke rehabilitation and social 
activities. These sub-themes are discussed separately in more detail below. 
Core theme 1: Sub-theme a) People with aphasia experience mood difficulties and depression  
All participants reported changes in mood after post-stroke aphasia. Half of the participants were 
identified with possible depression on mood screening (Cobley, et al., 2012). Participants were able 
to convey a vast range of descriptors regarding mood and emotions. Most of the descriptors 
conveyed the negative effects of post-stroke aphasia. The majority of descriptors, including 
metaphorical language, consistently conveyed the traumatic nature of post-stroke aphasia. 
Participants with possible depression on screening and self-reported depression described feeling 
depressed; being in a scary sort of place; fear; darkness; feeling ‘blurry’ in the mind; hopeless; not 
knowing what to do; having no direction or purpose; wanting to be left alone; loneliness; and one 
participant shared that they had suicidal ideations at their lowest point post-stroke. Participants with 
mood difficulties but not necessarily screened with possible or self-reporting depression still 
reported feeling low; imprisoned in rehabilitation; excluded from rehabilitation and social 
situations; vulnerable; frightened and terrified; horrible; upset; overwhelming frustration with 
communication impairment; irritability and anger. There was a lesser frequency of terms to describe 
positive effects through words, phrases or pointing to photos: feelings of appreciation or fortune for 
surviving the stroke (e.g., a second chance at life); happy; glad; feeling confident and independent 
in achieving rehabilitation goals including communication and physical functioning goals; positive; 
proud of achievements; relief (e.g., medical investigation results). At the time of interview, a few 
people with aphasia reported feeling indifferent to their situation of post-stroke aphasia: just ok; 
average; and not too bad. It was clear that most people with aphasia experience a range of emotions 
and changes in mood that are expressed in a variety of ways.  
Changes in emotions and mood post-stroke varied with the phase of care. Most participants could 
not recall the acute stages of their care due to reduced consciousness, lack of insight into 
communication deficits due to aphasia, confusion and disorientation. For example, some 
participants could recall feeling fine but also confused as to the rationale for therapy when they 
perceived no deficits at the time of early rehabilitation. Participants described feelings towards 
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rehabilitation in hospital as tough and hard work. Many described feeling frustrated and fatigued, 
not only due to aphasia but other physical and sensory deficits, such as vision loss, hemiplegia, 
sleep disturbance and lack of appetite/nutrition. Emotional lability was also common. For most 
participants from the community setting, who were identified as having possible depression, the 
symptoms worsened on discharge home. Participants were keenly aware of leaving the ‘safety’ and 
routine of rehabilitation with the support of stroke health professionals at all times. They found it 
difficult to adjust back into everyday life at home without being able to return to most of the social 
activities, roles and occupations they once enjoyed.   
Core theme 1: Sub-theme b) People with aphasia are concerned for the well-being of their family 
members. 
Significant others (e.g., spouse, family member) were a vital source of support for participants in 
helping to manage mood difficulties and depression. Significant others were often ‘first responders’ 
when the participant collapsed with the stroke. This crisis situation and, for some, the severity of the 
stroke being near fatal, left family members feeling traumatised. One participant was negatively 
affected (very angry) by family dynamics and conflict surrounding discharge planning and 
decision-making during rehabilitation. Most participants reflected on the positive aspects of just 
being with their family members in hospital and at home. The reciprocity of concern and worry 
shared between people with aphasia and their family members was evident. Many participants were 
concerned about the distress they observed in their significant others. Significant others were 
described as providing support in emotional and practical ways, rather intensely (e.g., daily support) 
over extended periods of time post-stroke. Significant others provided support to people with 
aphasia through reassurance, giving hope, encouragement, food, activities, being positive, 
advocating for the person with aphasia, seeking community therapy opportunities and other stroke 
and aphasia supports. A few people with aphasia expressed their concern or guilt about not being 
able to support their significant others as much as they would like, or feeling the fear of being a 
burden to them. 
Core theme 1: Sub-theme c) Concomitant aphasia and depression result in disengagement in 
stroke rehabilitation and social activities. 
It was clear that participants lacked motivation and felt apathy towards stroke rehabilitation and 
social activities when concomitant aphasia and depression were significant. It was difficult for 
participants to delineate whether the communication or mood disorder was the major factor 
contributing to disengagement, but common insights were shared regarding changes in behaviour. 
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People with aphasia and depression described requesting to be left alone, refusing to talk, avoiding 
social interaction and group therapy, staying in bed and having no direction in rehabilitation. They 
also described feeling miserable, sad and a sense of disbelief that the stroke and aphasia had 
happened to them. Over time post-stroke, participants reflected on gaining skills that helped them to 
re-engage in activities of interest, such as aphasia choir, drawing, using the computer, and everyday 
tasks such as shopping.  
5.4.4 Core theme 2 – People with aphasia are trying to work through communication 
and mood difficulties with limited psychological support and services in stroke 
rehabilitation 
This core theme included the sub-themes: a) mood difficulties and depression are infrequently 
addressed in stroke rehabilitation; b) stroke health professionals sometimes lack a full 
understanding of the history and communication needs of the person with aphasia in order to 
effectively address mood difficulties and depression; and c) people with aphasia are not always 
supported to communicate, be independent or make decisions in stroke rehabilitation and this 
impacts on mood. These sub-themes are discussed separately in more detail below. 
Core theme 2: Sub-theme a) Low mood and depression are infrequently addressed in stroke 
rehabilitation. 
None of the participants could recall having an assessment of mood post-stroke. Participants 
described the lack of communication support and time required to express how they were feeling. 
Most described the social greetings of staff to ‘check-in’ with them as a patient (e.g., “how are 
you?”) rather than a thorough and regular process of mood screening and monitoring. About half of 
the participants described the inadequacy of stroke health professionals, particularly medical 
practitioners, in supporting communication and allowing extra time to investigate mood. Some felt 
hurried and upset or uncomfortable during hospital procedures, such as medical ‘ward round’ 
meetings at the bedside. There appeared to be a lack of time and privacy to discuss mood 
difficulties and depression in hospital rooms. None of the participants recalled receiving 
information about psychological and mental health problems after post-stroke aphasia. Regarding 
treatment, only one participant was linked to a community psychology service and found this 
beneficial for anxiety. Four of the participants were managed for depression on anti-depressant 
medication, with two of the four screened positive for potential depression on the SADQ-10 in this 
study. An additional participant reported a previous trial of an anti-depressant in consultation with 
his general practitioner. The participant ceased the anti-depressant due to ‘horrible’ side-effects that 
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exacerbated depression. None of the participants reported rehabilitation interventions in hospital 
that were explicitly or directly targeting their mood. In the community setting, only one participant 
reported using a counselling service via phone, to help improve mood and address relationship 
problems. Participants reported on therapies or strategies often initiated by stroke health 
professionals that helped them feel better in mood, such as working on communication skills and 
activities; doing physical exercise; working towards goal achievement; singing in choir; doing art; 
and having family and friends around them.  
Core theme 2: Sub-theme b) Stroke health professionals sometimes lack a full understanding of 
the history and communication needs of the person with aphasia in order to effectively address 
low mood and depression. 
People with aphasia conveyed a sense of mood problems having a negative impact on their life, 
often once discharged home. In the community, often people with aphasia and their significant 
others worked through problems alone or initiated seeking help from their general practitioner. 
About half of the participants described the influence of previous coping strategies and personality 
traits, such as determination, in the face of past medical conditions and life challenges (e.g., 
surviving cancer, death of spouse/parent). They often shared and adopted their own psychological 
or health philosophy for rehabilitation and recovery after stroke (e.g., not feeling sorry for self; 
keeping on with rehabilitation and doing things; balancing physical and mental exercises with 
relaxation time). People with aphasia often compared their post-stroke and pre-stroke selves. Many 
wanted to return to ‘normal,’ get home and resume their usual pre-stroke activities. They felt they 
weren’t allowed the time to discuss or explore how individual strengths or strategies could be used 
to manage mood problems or depression after stroke within therapy sessions.  
Core theme 2: Sub-theme c) People with aphasia are not always supported to communicate, be 
independent or make decisions in stroke rehabilitation which impacts on mood 
People with aphasia reported the majority of staff as helpful and friendly in their experience of 
hospital and community-based stroke rehabilitation. However, they did not always feel supported to 
communicate their own healthcare needs, and in a few cases felt patronised, talked down to and 
vulnerable due to the imbalance of communication between them and the stroke health professional. 
The healthcare system (e.g., timetabled therapy, set meals, blood sampling, safety protocols) 
imposed on them after stroke left participants feeling limited independence and control; and without 
choices in their stroke rehabilitation, which impacted on their mood and overall well-being.      
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5.4.5 Core theme 3 – Positivity, supported communication and access to 
individually tailored therapy through stepped psychological care are essential to 
people with aphasia 
This core theme included the sub-themes: a) communication support with positive attitudes are 
needed to address low mood and depression in stroke rehabilitation; b) people with aphasia need 
information and choice of tailored therapy to manage low mood and depression; c) relationships 
with family, friends and stroke peers are very important in managing low mood and depression; and 
d) improving awareness of psychologists’ role and access to services are required. These sub-
themes are discussed separately in more detail below. 
Core theme 3: Sub-theme a) Communication support with positive attitudes are needed to 
address low mood and depression in stroke rehabilitation 
Upon discussion of the stepped psychological care framework, people with aphasia reported they 
would be agreeable to mood assessments. They generally agreed upon, or had participated in, some 
of the evidence-based interventions discussed (e.g., enjoyable, meaningful therapy activities; 
psychosocial support). The dimensions of communication, providing hope and being positive were 
very important to people with aphasia and essential to addressing low mood and depression after 
post-stroke aphasia. They tended to feel upset and hopeless with initial serious-toned discussions 
with medical practitioners conveying a poor prognosis. They felt vulnerable when talked at or over 
the top of without inclusion. They were also acutely aware of the gestures and facial expressions of 
stroke health professionals in these situations (e.g., medical practitioner standing over the person 
with aphasia resting in bed). They preferred interactions with stroke health professionals that were: 
modified for aphasia; helped lift their mood, such as using humour; and friendly and encouraging. 
They also valued stroke health professionals explaining the reasons for a particular therapy and 
making therapy meaningful and interesting to them. It was very important to have stroke health 
professionals and family members who had a positive outlook, provided positive feedback on 
rehabilitation progress, and celebrated the achievement of goals. This was done through therapy 
sessions and social support, such as visitors to hospital or home, messages of support through social 
media, and people with aphasia re-visiting staff in hospital who had previously helped them.  
Core theme 3: Sub-theme b) People with aphasia need information and choice of tailored therapy 
to manage low mood and depression. 
People with aphasia preferred to be informed about aphasia and low mood and depression 
management. Most participants found it helpful to ‘piece together’ the history of their stroke and 
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aphasia with the assistance of their significant other. Many reported (n=6) not understanding 
aphasia and taking a period of time to be able to take in the information, usually provided by their 
speech pathologist. People with aphasia reported that information about the psychological impact of 
aphasia and common mental health problems would have been useful. They would have liked to 
know that they weren’t alone in how they felt. None of the participants could recall receiving this 
information. It was clear that different interventions and strategies for mood difficulties and 
depression were required for each individual. Some responded well to anti-depressant medication 
management, while some did not. Some preferred working through mood issues by focusing on 
physical exercises, while others preferred focusing on everyday things such as meal preparation. 
Others preferred communication-based therapies such as writing a journal, or leisure activities such 
as art and playing board games with friends. People with aphasia prefer to be able to choose from a 
range of interventions.      
Core theme 3: Sub-theme c) Relationships with family, friends and stroke peers are very 
important in managing low mood and depression 
People with aphasia reported aspects of mutual benefit for them and their family, friends and peers 
in providing support to each other in rehabilitation. While people with aphasia benefited from 
receiving support in various ways (e.g., emotional and practical support), they also offered it to 
others. Descriptions of strong bonds formed with stroke peers (with and without aphasia) appeared 
to be a vital source of support and friendship. People with aphasia described these relationships as 
helping them to feel good, hopeful, stronger, happy and encouraged to keep trying in rehabilitation. 
There were a few examples of people with aphasia exchanging contact details with stroke peers 
upon discharge with the aim of keeping up friendships. People with aphasia also provided examples 
of supporting family members upon transition home from hospital (e.g., settling a young child into 
the presence of a parent at home again).  
Core theme 3: Sub-theme d) Improving awareness of psychologists’ role and access to services 
are required 
Overall, there was a lack of psychology sessions offered or accessible to participants. Only one 
participant, a younger adult, reported the value of psychology sessions in managing anxiety. This 
participant was able to contact the community psychologist for sessions on a ‘as needs’ basis. In 
contrast, five participants (three with possible depression based on mood screening) were unaware 
of the availability of psychology and hadn’t been referred or offered the service. Another three 
participants had negative or indifferent experiences and perceptions of psychology with just one or 
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two sessions. Finally, one participant with possible depression had no access to psychology as an 
inpatient and was unaware of the potential benefits of psychological service post-stroke. One of the 
participants reported that the rural/regional location of home and inability to drive a car meant that 
he was unable to easily access services and supports for aphasia and depression. Overall, 
participants lacked a full understanding of how psychology could help and tended to rely on de-
briefing about mood difficulties and depression with significant others, speech pathologists and 
general practitioners. Some participants conveyed a stereotypical understanding of a psychologist as  
‘a shrink.’ Some participants would have preferred to have the opportunity to go to the 
psychologist. Others were opposed to it and preferred to view people in their social networks or 
other health professionals (e.g., the speech pathologist, occupational therapist) as important in 
helping them through mood difficulties, depression and other problems. 
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5.5 Discussion 
The aims of this study were to describe, from the perspective of people with aphasia, the experience 
of mood changes, depression and current practice. Within this context, it then aimed to describe the 
preferences for stepped psychological care after stroke. This study found that the onset of post-
stroke aphasia is a traumatic event with negative impact on mood, family members and engagement 
in stroke rehabilitation. Further to this, participants reported limited psychological support and 
services. It was evident that low mood and depression were infrequently addressed in stroke 
rehabilitation. In addition, health professionals were reported to lack an understanding of the history 
and communication needs of people with aphasia. There was also a lack of interventions to enable 
people with aphasia to communicate, be independent and make choices or decisions, which 
impacted on mood. This section will highlight each core theme and some sub-themes through a 
discussion of relevant past research and clinical implications for each finding.   
None of the participants had participated in stepped psychological care as a whole pathway within 
stroke rehabilitation. However, some participants received parts of psychological care in usual 
treatment (e.g., support through group activities; anti-depressant medication management). Based 
on the context of their experience and responses to information about stepped psychological care, 
participants were able to convey a clear set of preferences, which are consistent with past aphasia 
research (Worrall, et al., 2011; Brown, et al., 2012; Grohn, et al., 2014). People with aphasia require 
communication support and positive attitudes within the stepped psychological care approach. They 
would value information about psychological and mental health conditions post-stroke and need a 
choice of interventions tailored to meet their needs and interests. They also reported that 
relationships are very important for psychological support (e.g., family, friends, health professionals 
and aphasic and non-aphasic stroke peers).  
The preferences of people with aphasia regarding stepped psychological care are unsurprising, 
given previous research of the goals of people with aphasia in stroke rehabilitation (Worrall, et al., 
2011). Worrall and colleagues (2011) conducted a large qualitative study and found that people 
with aphasia aim to: communicate needs and opinions; understand information about aphasia, 
stroke and services; have greater autonomy; have dignity and respect; participate more in speech 
therapy; resume activities; and help others. The research findings are also consistent with past 
research investigating the components of successfully living with aphasia (Brown, et al., 2012; 
Grohn, et al., 2014). Factors relating to perceived communication improvement, engagement in 
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activities, social support, and maintaining positivity were important to facilitate successful living 
with aphasia across the first 12 months post-stroke (Grohn, et al., 2014).  
An additional expected finding was that people with aphasia report limited psychological support 
and services. This is consistent with findings of a lack of psychological assessment and intervention 
reported in stroke audit reports and mood screening compliance studies (Bowen, et al., 2005; Hart 
& Morris, 2008; Canadian Stroke Network, 2011; National Stroke Foundation 2016; Royal College 
of Physicians, 2017). Participants within this study highlighted concerns about the lack of 
communication support in hospital and community environments when managing mood difficulties 
and depression. The inability for health professionals to communicate effectively with individuals 
and to identify and recognise psychological and mental health conditions can have a negative 
impact on the individual’s help-seeking behaviour (Rochlen, et al., 2010; Wuthrich, Frei, Pachana, 
& Oude Voshaar, 2015). Findings within this study also highlight the need for psychological and 
mental health information provision. This has the potential to increase mental health literacy (i.e., 
the improved understanding of mental health and interventions/services) and promote positive help-
seeking behaviours (Jorm, 2000). There is a lack of resources, but also a lack of knowledge and 
skills in the area of aphasia and psychological care for mood difficulties and depression by stroke 
and mental health professionals (Townend, et al., 2007; Sekhon et al., 2015; Barnes et al., 2016; 
Northcott et al., 2018; Baker, et al., 2018a).  
This study highlighted that stroke and aphasia onset is a traumatic event that has a major impact on 
mood. All participants conveyed negative emotions with the sudden and traumatic onset of stroke 
aphasia. For some, it was a deeply distressing event, with a few admitted to the intensive care unit. 
Given these findings, it is of value to understand the psychological condition of post-traumatic 
stress disorder (Lincoln & Kneebone, 2012). Conflicting incidence rates for post-traumatic stress 
disorder after stroke have been reported from 4% to as high as 37% (Garton, et al., 2017). A meta-
analysis found that 25% of stroke and transient ischaemic attack survivors experience post-
traumatic stress disorder in the first year post-onset (Edmonson, et al., 2013). These findings are 
much higher than in the neurotypical population (6.8%) (Kessler, et al., 2005). Participants in this 
study experienced not only a loss of communication but also negative psychological and emotional 
impacts (e.g., fear, terror, helplessness). They also described the impact of other co-occurring 
physical and sensory deficits, such as hemiparesis, vision and hearing loss. These negative impacts 
are consistent with predictors of post-traumatic stress disorder, namely: intense peritraumatic 
reactions (i.e., feelings of fear, helplessness and horror during and immediately after the event); a 
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history of psychological conditions (Favrole, et al., 2013); and admission to intensive care 
(Tedstone & Tarrier, 2003). Hence, it is important to address a range of psychological conditions 
that can impact on mood. Similar to depression, post-traumatic stress disorder negatively impacts 
on quality of life (Garton, et al., 2017).   
The distressing nature of aphasia also aligns with quantitative studies that have reported a high 
prevalence of depression after post-stroke aphasia and increased levels of psychological distress 
compared to stroke peers without aphasia and healthy aged matched peers (Kauhanen, et al, 2000; 
Cruice, et al., 2006; Hilari, 2011). The participants in the current study also reflected on a change in 
relationships (both positive and negative), and the vital importance of relationships to help manage 
low mood and depression. These findings are consistent with previous studies that have found 
aphasia to result in loss of relationships and negatively impact on social participation (Fotiadou, 
Northcott, Chatzidaki, & Hilari, 2014), but also positive outcomes in strengthening relationships 
(Brown, et al., 2013). This study highlights the concern people with aphasia have for their 
significant others. They reported the traumatic experience for significant others as ‘first responders’ 
at onset of stroke. They were also concerned about the ongoing, often intensive, roles of caring 
provided by significant others. A few reported the fear of being a burden to them, which is 
consistent with previous aphasia research (Parr, et al., 2004; Johansson, Carlsson, & Sonnander, 
2012).  
Family-based interventions, such as those investigated previously (Fox, et al., 2004), are highly 
relevant to supporting the psychological and emotional health of significant others after post-stroke 
aphasia. Best practice in aphasia rehabilitation recommends that family members learn ways to 
modify communication through partner training (Simmons-Mackie, et al., 2016). Some participants 
in this study reported their need to provide emotional support to their family members (e.g., spouse, 
young child). Commonly, participants were challenged by how to support family members through 
the transitions of stroke rehabilitation. Some reflected on feeling guilty for not being able to provide 
enough support to their significant others. This finding highlights the importance of people with 
aphasia learning to provide that emotional support to their spouse, family member or friend through 
communication partner training.  Effective communication can also serve to encourage 
psychological help-seeking behaviour (Wuthrich, et al., 2015). Negative feelings about 
relationships are often associated with social withdrawal and disengagement in stroke rehabilitation.  
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Disengagement was derived as a sub-theme within the core component that post-stroke aphasia is a 
traumatic event. While previous aphasia studies have described psychological responses such as 
grief and loss (Doughty Horn, Crews, Guryan, & Katsilometes, 2016), to the best of our knowledge, 
none have investigated psychological trauma or post-traumatic stress after stroke and aphasia. 
Participants described a disconnection, not only from people (e.g., family, health professionals), but 
also within communicative interactions. This impacted on their ability to participate and progress in 
therapy sessions within stroke rehabilitation. People with aphasia reported a number of ways that 
stepped psychological care could be delivered to help overcome disengagement associated with 
aphasia, low mood and depression. 
Highly important preferences for stepped psychological care included supported communication 
and positivity within interactions and working towards rehabilitation goals. There is value in 
offering people with aphasia and their family member counselling-oriented conversation therapy, as 
evident in aphasia couples therapy, where gains in psychosocial well-being have been noted (Boles, 
2011; Simmons-Mackie, Savage, & Worrall, 2014). Regarding healthcare and rehabilitation needs, 
participants commonly reported difficulty in communicating with health professionals and feeling 
talked over, excluded or patronised. These feelings were described in social situations also, which is 
consistent with previous research (Dalemans, et al., 2010). People with aphasia can feel less control 
and perceive health professionals, particularly medical practitioners, to have a greater balance of 
power or authority (Simmons-Mackie, 2018). One study found that health professionals have 
difficulty using communication modes that fit particular patients (Burns, Baylor, Dudgeon, Starks, 
& Yorkston, 2015). Consistent with previous aphasia studies (Ryan, et al., 2017), people with 
aphasia felt that a shared positive outlook with health professionals and significant others was 
essential within a stepped psychological care approach. This included positivity in recognising 
rehabilitation progress and goal achievement.  Goal setting and achievement may effectively reduce 
depressive symptoms in the first year post-stroke and should be routinely implemented to stroke 
rehabilitation (Graven, et al., 2016). The use of humour to help ‘lighten’ interactions may also 
enhance mood. This positivity and humour after aphasia has been highlighted as important in 
relationships in past research also (Davidson, et al., 2006; Brown, et al., 2013). The preferences of 
people with aphasia also extended to include the need for a choice of interventions that are tailored 
to individuals to address low mood and depression. 
Stroke health professionals have the opportunity to implement therapies that may enhance mood 
and improve depression outcomes for people with aphasia. This research has clinical implications 
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for directly targeting low mood and depression after post-stroke aphasia. Mood problems may be 
overcome through providing emerging therapies adapted for aphasia, such as solution-focused 
therapy, motivational interviewing and positive psychological therapy for patient-carer dyads 
(Northcott, et al., 2015; Holland, et al., 2018; Terrill, et al., 2018). Participants in this study also 
reported the importance of support from family members, people in the community and 
stroke/aphasia peers.  Hence, community aphasia groups, comprised of stroke/aphasia peers and/or 
volunteers/health professionals, are also an important source of support to overcome the social 
isolation associated with communication disability and mood problems (Attard, et al., 2015; Attard, 
et al., 2018; Lanyon, et al., 2018). However, groups need to be inclusive and accessible as some 
people with severe aphasia can experience greater social isolation after attending a group (Lanyon, 
et al., 2018). Many participants in this study reflected on a shift in self-identity and the impact of 
this on mood. The participants’ tendency to compare their sense of self, pre- and post-stroke 
aphasia, appeared to exacerbate feelings of loss, consistent with past research (Doughty Horn, et al., 
2016). Depression in the neurotypical population also has an impact on self-identity, whereby the 
more depressive symptoms experienced by an individual, the more negative their sense of identity 
(Cast & Welch, 2015). A loss of self-identify for people with aphasia may also impact negatively 
on psychological well-being (Shadden, 2005). Therapies such as biographic-narrative therapy, that 
aim to explore and understand self-identity, can be offered to people with aphasia and may enhance 
mood (Corsten, et al., 2015). 
Implementing communication partner training programs for health professionals has been 
successful in improving effectiveness of message exchanges between people with aphasia and 
health professionals (Horton, Lane, & Shiggins, 2016; Cameron, et al., 2018). As discussed in a 
recent study, misguided accommodation of communication, that is speaking too loudly or too 
slowly, by health professionals is commonly described as inappropriate and condescending 
(Simmons-Mackie, 2018). Through more effective communication, stroke health professionals 
should be able to adequately screen current mood and suicidal ideation (Kneebone, et al., 2012). 
Communication exchanges also assist in gathering a comprehensive case history regarding previous 
mental health, coping strategies and personal strengths from both the person and their significant 
others (Townend, et al., 2007). This information assists in identifying not only depression, but other 
common psychological conditions, such as post-traumatic stress disorder and anxiety. Effective 
communication assists in adapting therapy sessions and counselling for people with aphasia.  It can 
also enhance mental health literacy for people with aphasia and significant others, through 
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provision of psychological and mental health information (Kutcher, et al., 2016). Timely and 
proactive investigation of psychological and mental health contributes to the prevention of 
depression and serious consequences of depression, often worsening upon transition from hospital 
to home. The mixed perspectives on the role and helpfulness of psychologists after stroke suggests 
that further research to investigate: help-seeking attitudes and behaviours; and mental health stigma, 
is required to inform stepped care after post-stroke aphasia (Clement, et al., 2015; Rochlen, et al., 
2010). Effective co-working models to provide aphasia adapted therapies can be driven by those 
with expertise in aphasia and communication (e.g., speech pathologists) and psychological health 
(e.g., clinical psychologists). These tailored therapies are likely to enhance uptake of psychological 
interventions by people with aphasia. 
5.5.1 Limitations to the study 
Efforts were made to purposively sample for maximum variation across participant characteristics, 
which was achieved; however, regarding contextual setting, over half of the participants were in the 
community phase of transition (60%) and lived in metropolitan areas (60%). Speech pathologists in 
the community tended to refer those who were active and had something to say to the study, which 
may be a source of bias. Ideally, participants should have been familiar with stepped psychological 
care in stroke rehabilitation, however, most only reported participating in parts of the framework 
(e.g., medication management). Some participants with severe aphasia had difficulty 
conceptualising this framework of care. These limitations may mean that not all participants’ 
perspectives were represented, regarding preferences of stepped psychological care or experiences 
in rural/regional areas. 
5.5.2 Future directions in research and clinical practice 
Research is needed into aphasia modified psychological therapies to improve depression outcomes. 
Such interventions can be offered through a stepped psychological care framework that reflects the 
preferences of people with aphasia: namely, appropriate communication support; positivity; choice 
of individually tailored interventions. Further research and clinical innovation using such a 
framework will assist in: 1) investigating therapies that are effective in prevention and treatment of 
depression after post-stroke aphasia; 2) up-skilling stroke health professionals in aspects of 
psychological care and communication support after aphasia; 3) maximising existing psychology 
services and supports in stroke rehabilitation; 4) investigating other common psychological 
conditions such as post-traumatic stress and anxiety after stroke; and 5) policy development and 
programs to advocate for more resources and implementation of stepped psychological care.  
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5.6 Conclusion 
The findings of this study highlight that the onset of post-stroke aphasia is a traumatic event. People 
with aphasia experience a depth and breadth of experiences related to low mood and depression. 
These experiences have predominantly negative emotional, social and behavioural consequences 
(e.g., social avoidance, persistent low mood and sadness, disengagement from stroke rehabilitation 
and interactions). More resources and efforts are required to address the lack of psychological care 
after stroke. Action is required to adapt interventions within stepped psychological care to the 
preferences of people with aphasia, namely: supported communication; positivity and tailored 
therapeutic interventions. The improvement of psychological care has the potential to improve 
stroke and aphasia rehabilitation outcomes. 
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Chapter 6  
The evidence-practice gap in managing mood changes and 
depression after post-stroke aphasia: An integration of 
evidence and the perspectives of stroke health professionals 
and people with aphasia 
The research studies within this thesis addressed three sources of information relating to evidence-
based practice (E3BP), namely: 1) research evidence; 2) clinical practice in stroke rehabilitation; 
and 3) the individual preferences of people with aphasia (Dollaghan, 2007). This concluding 
chapter aims to provide a summary of findings for each of the four aims of the research conducted 
within studies 1, 2 and 3 of this thesis.  
This chapter also aims to integrate these study findings in order to describe the evidence-practice 
gap in managing mood changes and depression after post-stroke aphasia. Section 6.1 describes 
findings from studies 1, 2 and 3. Evidence-practice gaps in a comparison of: the research evidence 
and clinical practice of stroke health professionals are detailed (Section 6.2).  Section 6.3 describes 
the challenges of implementing evidence to clinical practice in stroke rehabilitation; and Section 6.4 
describes a comparison of the clinical practice of stroke health professionals with the individual 
preferences of people with aphasia. Section 6.5 describes an integration of the three sources of 
evidence regarding the translation of stepped psychological care to aphasia rehabilitation. A 
discussion of clinical implications and an exploration of policy implications are provided (Sections 
6.7 and 6.8). Section 6.9 details limitations and future research directions. Finally, Section 6.10 
provides a conclusion to the thesis. 
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6.1 Summary of research findings within studies 1 to 3 of the thesis  
6.1.1 What rehabilitation interventions prevent and treat depression after post-
stroke aphasia? 
Research aims 1 a), b) and c) of the thesis will be addressed in this section. The first aim of the 
research (1 a), to analyse and synthesise the evidence of rehabilitation interventions to effectively 
prevent and treat depression after post-stroke aphasia was investigated through a systematic review 
study. The systematic review, provided in Chapter 2, identified forty-five studies that met inclusion 
criteria and were assessed for methodological quality using valid tools based on the research design 
of the study. The interventions were categorised into three groups: preventive and treatment 
interventions (directly targeting depression outcomes); and stroke rehabilitation interventions 
(indirectly targeting depression outcomes as a secondary measure). Within these interventions, 
description of communication adaptations to therapies for people with aphasia was detailed 
(research aim 1 b). Overall, there was a lack of communication adaptations described or used in the 
rehabilitation interventions found in the systematic review.  Some communication strategies 
included: 
• Tailoring interventions to the individual needs of participants with aphasia (Thomas, et al., 
2013; Saldert, et al., 2013; Corsten, et al., 2015; Hoffman, et al., 2015).  
• Using pictograms and visual analogue scales to rate mood (Corsten, et al., 2015); simplified 
language and enlarged font size in questionnaires; displaying topics on flipcharts to facilitate 
comprehension and support short-term memory (Gurr, et al., 2009) 
• Regularly checking that people with aphasia are understood correctly (Gurr, et al., 2009) 
• Involving a significant other to assist with interventions/questionnaires as required; or to 
read questions aloud and have the person with aphasia gesture or point to a choice of 
answers (Graven, et al., 2016; Gurr, et al., 2009).  
• Establishing group therapy rules about confidentiality, turn-taking and listening (Gurr, et al., 
2009; Corsten, et al., 2015).  
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• Using different mediums such as written information, audio CDs and/or videos (Saldert, et 
al., 2013; Hoffman, et al., 2015); online talking, online videos and email with technical 
support provided (Smith, et al., 2012).   
The strongest research evidence within the three categories of interventions (preventive, treatment 
and stroke rehabilitation) was described to address research aim 1 c): to describe the best research 
evidence within a stepped psychological care framework. Key findings suggested that there are 
some evidence-based interventions that may enhance mood for people with aphasia but without 
significant depression (level 1 of stepped psychological care). These include the following: 
• Multimodal approach to goal setting and achievement (Graven, et al., 2016) 
• Biographic-narrative therapy (Corsten, et al., 2015)  
• Music therapies (Tamplin, et al., 2013 Raglio, et al., 2017) 
• Self-management (Jones, et al., 2009)  
• Communication partner training (Saldert, et al. 2013; Wielaert, et al., 2016).  
 
Significant others of people with aphasia may also benefit from these interventions at level 1:  
• Psychosocial supports (Brumfitt & Sheeran, 1997; Mant, et al., 2000; Pound, et al., 2001)  
• Telephone assessment and skill building (Bakas, et al., 2009)  
• Communication partner training (Saldert, et al. 2013; Wielaert, et al., 2016).  
The systematic review also found evidence for reducing depression in people with aphasia with 
mild depression (level 2 of stepped psychological care) using:  
• Behavioural therapy (Thomas, et al., 2013)  
Significant others of people with aphasia may benefit from these interventions at level 2: 
• Web-based psychosocial support (Smith, et al. 2012);  
• Telephone-based problem-solving (Pfeiffer, et al., 2014).  
No intervention studies were found to address moderate to severe depression after post-stroke 
aphasia (levels 3 and 4 of stepped psychological care). People requiring care at these higher 
intensity and specialised levels require communication support for: clinical assessment; suicide risk 
assessment; active mood monitoring; seeking help; and understanding medication management 
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(Townend, et al., 2007; Butow, et al., 2015). No studies were found to effectively prevent 
depression after post-stroke aphasia.  
Beyond the findings of this systematic review, evidence is emerging for interventions such as 
aphasia action, success and knowledge (ASK), a brief psychosocial program (Ryan, et al., 2017); 
modified behavioural activation (Thomas, et al., 2016); solution-focused therapy (Northcott, et al., 
2015); modified motivational interviewing (Holland, et al., 2018); aphasia groups (Attard, et al., 
2018); relaxation training (Kneebone, 2016) and intensive language-action therapy (Mohr, Stahl, 
Berthier, & Pulvermüller, 2017). 
The systematic review reported the need for more high quality research to investigate psychological 
therapies for prevention and treatment of depression after post-stroke aphasia. It highlighted the 
methodological limitations that need to be addressed within future research studies. These include: 
• Inclusion and description of people with aphasia in stroke studies. 
• Clear reporting of the intervention, for example, elements of treatment, duration and 
intensity.  
• Description of communication support strategies. 
• Use of aphasia-specific, psychometric mood assessment tools and clinical interview with 
communication support to determine diagnosis of depression.  
• Clear description of clinical significance post-intervention. 
6.1.2 What is current practice to manage depression after post-stroke aphasia? 
In the second study of the thesis, Chapter 3 explored current practice. This section provides a 
summary of the method and findings that addressed research aim 2 of the thesis: to explore current 
practice, from the perspective of stroke health professionals, for managing depression after post-
stroke aphasia. Five semi-structured focus groups of stroke health professionals (n=39) were 
conducted. Participants represented allied health, nursing and medical disciplines across hospital 
and community-based services. The methodology and data analysis were guided by Interpretive 
Description (Thorne, 2016). Knowledge was generated through a set of four core themes of current 
practice. These are summarised in Table 6-1.
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Table 6-1 Summary of current practice themes 
Concomitant aphasia and depression 
after stroke is a challenging area of 
rehabilitation: 
• Aphasia is a specialty with lack of 
clarity in roles and responsibilities for 
managing depression.  
• Training needs were acknowledged in 
communication support in aphasia, 
mood screening and counselling.  
• Disengagement in stroke 
rehabilitation as a consequence of 
mood problems and depression 
Mood difficulties and depression are 
not always a high stroke rehabilitation 
priority:   
• Addressing depression in the acute 
phases was a lower priority compared 
to community-based care.  
• More focus on impairments and 
functions related to non-psychology 
disciplines. 
• Constraints such as reduced length of 
stay in hospital limit the amount of 
intervention that can be provided. 
Approaches to assessment and 
treatment are ad hoc: 
• Assessment and provision of 
interventions to address mood 
changes and depression are limited 
and variable.  
• Clinical handover between stroke 
health professionals is not always 
seamless. 
Stroke health professionals are trying 
to bridge the gap between clients’ 
psychological care needs and limited 
services: 
• Finding what works for a client is 
usually based on their interests.  
• Building relationships is essential to 
managing depression after aphasia. 
External support is sought (e.g., 
referral to general practitioner).  
 
The role of speech pathology in addressing psychological care for people with aphasia was also 
considered in the context of current practice. Speech pathologists are recognised as having clinical 
expertise in aphasia and communication support; therapeutic rapport and alliance with people with 
aphasia and their families; and a strong understanding of the impact of communication on identity, 
social networks and roles (Tomkins, Siyambalapitiya, & Worrall, 2013). However, speech 
pathologists, particularly novice level staff, reported difficulty in providing supportive counselling. 
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Speech pathologists, like many stroke health professionals reported that they do not have adequate 
knowledge or means of providing interventions that may be effective in reducing depression. Health 
professionals from varied disciplines reported difficulties in communicating with people with 
aphasia at all, let alone on issues related to mood and depression. Prioritising mood assessment and 
intervention appeared to begin in the community, when significant problems arose upon transition 
from hospital to home. Hence, depression and other mental health conditions are not identified 
and/or prevented through early support and interventions in acute or sub-acute phases of care. None 
of the participants implemented routine mood screening or information provision. Interventions 
varied depending upon available resources. Overall, stroke health professionals are trying to 
overcome constraints and emphasise the importance of building relationships with family members. 
Despite the common experience of family members also experiencing mood changes and 
depression, they are not provided with interventions either. 
Implementing evidence-based frameworks such as stepped psychological care can drive future 
research and clinical practice. This provides opportunities for stroke health professionals to up-skill 
in: aphasia-specific mood screening; communication support in aphasia; and provision of effective 
interventions. The framework would assist in allocating professional roles and responsibilities. In 
addition, policy development is also essential to improve uptake of evidence into clinical practice. 
Health networks have an opportunity to adopt models of ‘knowledge to action’ (e.g., Graham, et al., 
2006) in order to influence an organisational level of change. Commonly, models of 
implementation require the identification of barriers and facilitators to change in clinical practice. 
The barriers and facilitators to implementing any interventions within a stepped psychological care 
framework therefore need to be determined before translation occurs. 
6.1.3 What are the barriers and facilitators to implementing stepped psychological 
care? 
Chapter 4 formed the second part to study 2, which addressed the third research aim within this 
thesis: to identify, from the perspective of stroke health professionals, the barriers and facilitators to 
implementing stepped psychological care for depression after post-stroke aphasia. A summary of 
findings through core themes and identified barriers and facilitators to implementing the evidence to 
practice will be provided in this section.  Participants were presented with verbal and written 
information about stepped psychological care after stroke and aphasia (see Appendix B-3). This 
information was provided in order to elicit responses about the viability of the framework. Three 
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core themes were generated with barriers and facilitators identified within them as summarised in 
Table 6-2. 
 
Table 6-2 Barriers and facilitators to stepped psychological care after post-stroke aphasia 
Core theme Barriers Facilitators 
Knowledge, skills and 
attitudes of stroke 
health professionals, 
people with aphasia 
and significant others 
have most impact on 
translating stepped 
psychological care  
• Relating to health 
professionals: lack of skills, 
knowledge and negative 
attitudes to support 
psychological and 
communication functioning. 
• Relating to people with 
aphasia: communication 
impairment; mental health 
stigma; and reduced group 
participation  
• Relating to significant others:  
not always attending group 
help sessions; when English is 
a second language; lack of 
understanding about stroke, 
aphasia and mental health. 
 
• Training for stroke health 
professionals, people with 
aphasia and significant 
others in: stepped 
psychological care; 
aphasia; and 
communication support in 
aphasia. 
 
The physical 
environment impacts 
on managing 
depression and 
communication 
disability for people 
with aphasia through a 
stepped psychological 
care approach  
 
• Lack of quiet, private areas in 
hospitals for support and 
counselling. 
• Lack of resources and space 
for activities to enhance social 
connection. 
 
• Modifying physical spaces 
to enhance quiet time, 
privacy or encourage 
social interaction. 
• Optimising 
communication through 
high- and low-tech 
augmentative and 
alternative communication 
(e.g., ipads). 
• Funding for research to 
enhance physical spaces, 
facilitate therapies and 
provide resources. 
The support and 
leadership of the 
health organisation 
influence change in 
any implementation of 
the stepped 
psychological care 
approach 
 
• Lack of specialists in 
psychology, mental health, 
leisure therapy and stroke co-
ordination. 
• Workload, funding and time 
pressures. 
• Limited research evidence for 
outcomes using stepped 
psychological care. 
 
• Organisational support and 
leadership from health 
managers and medical 
disciplines. 
• Employment of specialists 
(e.g., psychologists, leisure 
therapists). 
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The study discussed the necessity of addressing barriers and facilitators at a local context when 
planning implementation of new service delivery. However, the key findings inform clinical 
practice in stroke rehabilitation and illuminate important areas on which to focus future research. 
Namely, addressing the need for the training of stroke health professionals. In turn, stroke health 
professionals are well-positioned to inform people with aphasia and their significant others about 
aphasia, mental health and communication support strategies. Overcoming mental health stigma is 
an area of priority in preventing mental health conditions (Clement, et al., 2015). Further research is 
warranted to examine effective ways of overcoming mental health stigma for people with aphasia 
and their families (Taubner et al., 2017). Interestingly, a contrast between two focus groups was 
found in the acceptability and uptake of psychology service by inpatients. One of the stroke teams, 
who had an inpatient psychology service, reported that they openly discussed with patients, the 
routine referral protocol to the psychologist. This team reported better uptake of the service 
compared to another stroke team, who tended to be more hesitant in referring patients to 
psychology, for reasons such as difficulty in communicating with patients about psychological 
concerns. Stroke health professionals can assist in reducing mental health stigma through promoting 
mental health literacy (Corrigan, et al., 2014). Increasing mental health literacy through the 
provision of psychological and mental health information and services within all levels of stepped 
care can also promote help-seeking behaviours after stroke (Boerema, Kleiboer, Beekman, & Van 
Zoonen, 2016; Barnes et al., 2016). 
It is essential that physical spaces within hospitals are enhanced to facilitate counselling in privacy. 
These spaces also need to be equipped with resources to facilitate social interaction and activity 
which can enhance mood outcomes. Health organisational leaders can influence change through 
providing resources such as specialty staff and therapeutic equipment. They also have the 
opportunity to foster culture change in valuing the rehabilitation of communication and 
psychological functioning for people with aphasia after stroke. 
The study concluded with directions required to overcome barriers and enable the facilitators. 
Implementation strategies are needed to drive change and implement interventions within a stepped 
psychological care framework. The perspectives of people with aphasia regarding their mood 
changes, depression and current practice will provide important contextual information. 
Understanding their preferences within a stepped psychological care approach is essential to inform 
clinical practice. 
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6.1.4 What is the experience of mood changes, depression and current practice for 
people with aphasia? Within this context, what are the preferences of people with 
aphasia regarding interventions within a stepped psychological care approach?  
Chapter 5 described the third study of the thesis, which addressed research aims 4 a) and b) within 
this thesis:  to describe, from the perspective of people with aphasia:  
a) the experience of mood changes, depression and current practice after post-stroke aphasia; and  
b) preferences within a stepped psychological care approach. This section will provide a summary 
of the methodology and findings of this study.  A qualitative study was used to investigate the 
experience of mood changes, depression and current practice from the perspective of ten people 
with aphasia. Within this context, people with aphasia were also informed about the framework of 
stepped psychological care. Preferences for interventions within this framework were examined. 
Data was gathered through semi-structured interviews (two per participant). Interpretive description 
(Thorne, 2016) guided the methodology and data analysis. Three core themes with sub-themes were 
generated. A summary of these findings is provided in Table 6-3. 
Table 6-3 Perspectives of people with aphasia 
Core theme Summary  
The onset of stroke and 
aphasia is a traumatic event 
resulting in mood 
difficulties and depression:   
• All participants experienced mood difficulties 
and/or depression, including intense feelings 
about the new onset of aphasia. 
• Concern for the well-being of family members.  
• Mood difficulties and depression impacted on 
ability to participate in stroke rehabilitation. 
People with aphasia are 
trying to work through 
communication and mood 
difficulties with limited 
psychological support and 
services in stroke 
rehabilitation: 
• Participants reported that mood changes and 
depression were addressed infrequently. 
• Participants reported others’ lack of 
understanding of their history and new 
communication needs after aphasia.  
• Infrequently enabled to communicate, be 
independent or make decisions, which impacted 
negatively on mood. 
Positivity, supported 
communication and access 
to individually tailored 
therapy through stepped 
psychological care are 
essential to people with 
aphasia: 
• Participants emphasised the high importance of 
positivity and communication support.  
• Need information and choice of interventions 
tailored to interests. Relationships essential to 
manage low mood and depression.  
• Role of psychology and potential benefits require 
promotion to people with aphasia. 
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Findings suggested that improved psychological services and support are required for people living 
with aphasia, including family members. The experience of intense mood changes and depression 
are related to communication disability resulting from aphasia. The unique perspective of people 
with aphasia illuminated the high importance of their relationship with family members in coping 
with mood difficulties and depression. People with aphasia prefer communication support and 
positivity within a stepped psychological care framework. Positive attitudes and encouragement 
with health professionals, significant others and aphasic and non-aphasic stroke peers were essential 
to progression in stroke rehabilitation goals and supported social activities and interactions. They 
described the need for positivity through warm and respectful communication with strategies to 
enable independence and decision-making. It was clear that different interventions were required to 
address individual needs and differences of people with aphasia. Current services appear to lack 
choice and information about interventions that are available to manage mood changes and 
depression after aphasia. Few people with aphasia are aware of the role of psychology after stroke 
and the potential benefits of therapeutic interventions to target mood and depression outcomes.  
People with aphasia tended to work through mood changes and depression with significant others 
and health professionals other than psychologists (e.g., general practitioner, speech pathologist).  
Stroke and aphasia peers, people within social networks (e.g., friends, community group 
facilitators) were also important sources of support for managing low mood and depression after 
aphasia.   
This research highlights the need to promote and define the roles and responsibilities of stroke 
health professionals, particularly psychologists, in addressing psychological care needs after 
aphasia. Future research requires the implementation of mood assessment and interventions to 
improve depression outcomes and quality of life for people with aphasia. High quality research is 
required to investigate effective psychological interventions adapted for the communication needs 
of people with aphasia. The perspectives of family members are also required to inform the 
implementation of stepped psychological care to clinical practice.  
6.2 What are the gaps between research evidence and clinical practice 
in stroke rehabilitation? 
This section provides a detailed summary, which addresses the overall aim of the thesis, to describe 
the evidence-practice gap in managing mood changes and depression after post-stroke aphasia. The 
findings from studies 2 and 3, the perspectives of stroke health professionals and people with 
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aphasia, highlighted that participants do not always implement/participate in evidence-based 
psychological care after stroke and aphasia. The majority of participants were not familiar with 
stepped psychological care. None of the teams had implemented the stepped framework or reported 
using an alternative care pathway or clinical guideline. Interventions that can be delivered through a 
stepped psychological framework were provided in an ad hoc manner across the sites from which 
participants were recruited. The following table describes the elements of the evidence-practice gap. 
It shows the evidence of stepped psychological care from levels 1 to 4 generated through study 1. It 
also provides a corresponding descriptor of actual practice derived from the core themes and sub-
themes of current practice in studies 2 and 3.
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Table 6-4 The evidence-practice gap for psychological care after post-stroke aphasia  
Research evidence of stepped 
psychological care (study 1) 
Current practice generated from core themes and 
sub-themes (study 2) 
Current practice generated from core themes and sub-themes 
(study 3) 
Level 1 ‘Sub-threshold’ mood symptoms  
• Mood screening and 
assessment 
• Inconsistent and mixed approaches such as 
observation; infrequent use of aphasia-specific 
psychometric mood measures. 
• None of the participants could recall having an assessment of 
mood problems. 
• Active mood monitoring • Limited due to constraints (e.g., length of stay). • About half of the participants described inadequate 
communication support and allowing extra time to investigate 
mood.  
• Psychological support • Trying to provide through group-based activities, 
in therapy sessions and interactions. Nil 
psychological information provision reported (i.e., 
in order to promote mental health literacy). 
• Generally, people with aphasia felt supported by stroke health 
professionals and some had difficulty adjusting to life after 
discharge, beyond the routine and support of rehabilitation. 
 
Interventions that may enhance mood:  
• Psychosocial supports 
(Brumfitt & Sheeran, 1997; 
Mant, et al., 2000; Pound, et 
al., 2001);  
• Multimodal approach to goal 
setting and achievement 
(Graven, et al., 2016);  
• Telephone assessment and 
skill building (Bakas, et al., 
2009);  
• Biographic-narrative therapy 
(Corsten, et al., 2016);  
• Trying to provide support through allied health 
therapy sessions. However, these largely focus on 
discipline-specific goals not directly on mood 
problems (e.g., mobility in physiotherapy).  
• Goal setting indicated but not always specifically 
to target a person’s low mood or depression. 
• Reliance on speech pathologists to provide 
counselling in therapy sessions. However, speech 
pathologists not always confident with level of 
competency.  
 
 
• Participants reported on various sources of support for mood 
changes (e.g., family and friends support in emotional and 
practical ways; peers and friends from rehabilitation; hospital 
staff). 
• Some participants received supportive counselling from speech 
pathologists, very few received clinical psychology service. 
• Participants described feelings towards rehabilitation in hospital 
as tough and hard work. 
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Table 6-4 continued 
• Music therapies (Tamplin, et 
al., 2013; Raglio, et al., 
2017);  
• Self-management (Jones, et 
al., 2009); 
• Communication partner 
training (Saldert, et al. 2013; 
Wielaert, et al., 2016).  
 
 
• Speech pathologists reported providing 
communication partner training for significant 
others. 
• Referrals to music, art and other community 
programs as available. 
• No reports of including modified therapies to 
target mood such as behavioural therapy; 
motivational interviewing (Thomas et al., 2013; 
Holland et al., 2018).  
• Try to include activities in stroke rehabilitation 
that are meaningful and enjoyable to the person. 
• Encourage participation in group activities as 
available (e.g., lunch group, communication 
group). 
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Table 6-4 Continued  
Research evidence of stepped 
psychological care (study 1) 
Current practice generated from core themes and sub-themes 
(study 2) 
Current practice generated from core themes and 
sub-themes (study 3) 
Level 2 Mild depression   
• Ongoing mood assessment and 
active mood monitoring 
• As per level 1 descriptor • As per level 1 descriptor. 
• Medical and mental health 
specialist services as indicated 
(e.g., anti-depressant 
management; psychology 
service)  
• General practitioners/medical practitioners trial anti-
depressant medication and monitor for levels of motivation, 
engagement and side-effects. 
• Availability and access to psychology services limited in 
hospitals and community. 
• Use of anti-depressants experienced by some 
participants.    
• Availability and access to psychology is limited. 
 
Interventions that may reduce symptoms of depression:  
• Behavioural therapy (Thomas, 
et al., 2013);  
• Web-based psychosocial 
support (Smith, et al., 2012);  
• Telephone-based problem-
solving (Pfeiffer, et al., 2014). 
•  
 
 
 
 
 
 
 
• Limited psychology service to initiate therapies directly 
targeting mood outcomes.  
• Some psychologists are unable to adapt therapy for 
communication disability associated with aphasia.  
• Attempts to tailor therapy sessions to person’s interests. Try 
to improve mood through social activities and interaction. No 
structured programs of therapy directly targeting mood 
outcomes (e.g., behavioural therapy). 
• Try to support significant others through carer training, 
consultation with psychologist if available. 
• Referral to external supports (e.g., general practitioner) to 
manage depression. 
• None of the participants reported rehabilitation 
interventions in hospital that were explicitly or 
directly targeting their mood. 
• Limited direct interventions for family members 
who experience mood problems. 
• Some community participants self-report a gain in 
skills to re-engage in activities. 
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Table 6-4 Continued 
 
Research evidence of stepped 
psychological care (study 1) 
Current practice generated from core themes and sub-themes 
(study 2) 
Current practice generated from core themes and 
sub-themes (study 3) 
Levels 3 and 4 Moderate to severe depression and behavioural problems  
• Ongoing mood assessment and 
active mood monitoring 
• As per level 1 descriptor  • People with aphasia and depression described 
requesting to be left alone, refusing to talk, 
avoiding social interaction and group therapy, 
staying in bed and having no direction in 
rehabilitation 
• Medical and mental health 
specialist services as indicated 
(e.g., anti-depressant 
management; psychology 
service; psychiatry). 
• As per level 2 descriptor 
• Psychiatry referral as required 
• Participants with possible depression on screening 
and self-reported depression described feeling 
depressed; being in a scary sort of place; fear; 
darkness; feeling ‘blurry’ in the mind; hopeless; 
not knowing what to do; having no direction or 
purpose; wanting to be left alone; loneliness; and 
one participant shared that they had suicidal 
ideations at their lowest point post-stroke. 
• No behavioural/rehabilitation 
(non-pharmacological) therapies 
found in the systematic review 
or current literature 
• However, evidence and best 
practice points suggest that 
communication support is 
provided to assess and monitor 
mood and suicide risk; assist 
person to seek help; assist 
person to understand medication 
management. 
• Stroke health professionals seek internal supports available. 
Also seek external support, for example, crisis support 
services; specialised acquired brain injury services; general 
practitioners. 
• Health professionals experience difficulty in supporting and 
engaging people with significant aphasia and depression in 
stroke rehabilitation.  
 
•  
• Health professionals lack understanding of person 
with aphasia’s history and communication needs. 
• People with aphasia and depression experience 
disengagement from stroke rehabilitation. 
• Other deficits impact on ability to engage in 
rehabilitation such as hemiplegia, vision loss, 
sleep disturbance and lack of appetite/nutrition. 
•  
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The comparison of best research evidence and the perspectives of stroke health professionals and 
people with aphasia on current practice suggests a significant evidence-practice gap. Table 6-4 
details that stroke health professionals do try to provide psychological support but this is done in an 
ad hoc manner with limitations in access to specialist services in mental health (e.g., clinical 
psychology). Similarly, people with aphasia report limited opportunities or time to express mood 
problems due to communication barriers with stroke health professionals.  They also experience a 
lack of familiarity or availability of clinical psychology.  Most reported the use of other sources of 
psychological support (e.g., family, friends, peers, physician).  It is clear that people with aphasia 
experience negative impacts of depression in terms of hopelessness and disengagement in stroke 
rehabilitation and social participation. Of concern, is the lack of interventions that directly target 
mood outcomes.  The research gaps in aphasia-specific psychological and rehabilitation 
interventions have been highlighted in the program of research within this thesis.  However, action 
is needed now to narrow the evidence-practice gap through implementing interventions that are 
known to provide best care in stroke rehabilitation. The evidence-practice gap described in Table 6-
4 is consistent with investigations into compliance with best evidence and guidelines in stroke and 
psychology research. 
A range of studies show that implementation of evidence into stroke rehabilitation including 
psychological care is impacted by perceived barriers. A qualitative study showed that stroke health 
professionals report barriers to implementing clinical guidelines (Bayley, et al., 2012). These 
included training and education gaps; team functioning and communication; and therapy selection 
and prioritisation. Specifically, in psychological care, studies have identified: lack of access to 
psychology; time pressures; screening methods and tools; and the emotionally challenging nature of 
the work (Bowen, et al., 2005; Hart & Morris, 2008; Northcott, et al., 2018). The barriers that must 
be overcome to implement stepped psychological care are discussed in the next section.      
6.3 Challenges to implementing research evidence to clinical practice in 
stroke rehabilitation 
A number of barriers exist that may preclude the uptake of research evidence into routine clinical 
settings. Stroke health professionals commonly report that time and resource constraints inhibit 
change in stroke clinical practice (Bayley, et a l., 2012; Donnellan, et al., 2013). While stroke health 
professionals value research evidence (e.g., Foster, et al., 2015), they may not be inclined to 
implement it based on their judgments of relevance and usability. For example, clinicians may 
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question the relevance of evidence derived from studies with strict research protocol design (e.g., 
inclusion criteria) (Newnham & Page, 2010). These strict protocols may not reflect the co-
morbidities and complexities of their caseload or workplace practice (Newnham & Page, 2010). For 
example, speech pathologists report a tension in their capacity to translate evidence intro practice 
(Foster, et al., 2015). Challenges also lie in disseminating the research evidence in user-friendly 
ways. Development of clinical practice guidelines and systematic review databases (e.g., Cochrane 
database) can assist the implementation of evidence to clinical practice. However, understanding 
and having support to implement the guideline itself is necessary. Studies have found that speech 
pathologists do not always know how to implement evidence into the clinical setting (Miao, et al., 
2015). Efforts are required to assist in the understanding of evidence or clinical practice guidelines. 
For example, improving team functioning and beliefs about consequences of changed clinical 
practice may assist (Shrubsole, et al., 2018).  
Growing efforts are evident in the call for improved research reporting and dissemination. Neta and 
colleagues (2015) have designed a framework for enhancing the value of research for end users, the 
clinicians. They highlight domains required, including transparent reporting of planning phase, 
delivery of intervention, evaluation of intervention and long-term outcomes. There is an emphasis 
on consideration of social well-being, health system context (e.g., policies) and stakeholders’ 
perspectives of the intervention. Similarly, in the prevention of mental health illness, efforts have 
been made to provide a framework that addresses local workforce and service planning measures 
(Furber, et al., 2015). It defines the workforce as being broader than the professions commonly 
associated with mental health (e.g., psychologists, mental health nurses, psychiatrists). It 
encompasses workers across different occupations (e.g., employment assistants, teachers) and with 
varying levels of training from lay people (e.g., volunteers, peers) to specialised mental health 
professionals. This is similar to the workforce that may implement psychological care after stroke 
within a stepped care framework.  
Implementing stepped psychological care after stroke for people with aphasia is a call to various 
professions and other stakeholders, such as family members, friends, stroke/aphasia peers, 
community group facilitators, volunteers, who all impact on improving mental health and 
psychological well-being. This allows for innovation and flexibility in delivering stepped 
psychological care by incorporating people such as leisure therapists, employment specialists, 
aphasia volunteers and stroke care co-ordinators, particularly at the low intensity level 1.  The 
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following section describes a comparison of the stroke health professionals and people with aphasia 
perspectives on translating stepped psychological care after stroke.  
6.4 What are the gaps between clinical practice and individual 
experiences and preferences of people with aphasia? 
Similar to Section 6.2 (comparison of findings from studies 1 and 2), this section provides further 
detail to address the overall aim of the thesis, to describe the evidence-practice gap in managing mood 
changes and depression after post-stroke aphasia.  A comparison of the perspectives of stroke health 
professionals in study 2 and people with aphasia in study 3 also demonstrates treatment gaps in 
psychological care for mood difficulties and depression after stroke. Interestingly, there was 
agreement from both participant groups regarding some themes and sub-themes derived from the 
data. For example, both participant groups conveyed similar reports relating to: challenges of aphasia 
and depression; the lack of psychological care; involving family members; and the efforts to fulfil the 
treatment gap. Contrasts were evident in the finding that mood difficulties and depression are not 
always a high stroke rehabilitation priority. The perspectives of people with aphasia convey the need 
to elevate this as a priority. This is due to the traumatic nature of stroke and aphasia onset and the 
negative impacts on disengagement from stroke rehabilitation and disconnection from others. Other 
contrasts related to the ‘insider-perspective’ of people with aphasia not always being fully understood 
by stroke health professionals. People with aphasia reported the frustration of not being able to 
communicate. They reported that some stroke health professionals were not able to accommodate to 
communication needs (e.g., more time for interactions, using short, simple language). This further 
exacerbated feelings of vulnerability and lack of independence in stroke rehabilitation processes. This 
also resulted in an inability to address mood problems and depression in-depth with stroke health 
professionals. The barrier perceived by stroke health professionals that people with aphasia and 
family members lack understanding of stroke, aphasia and mental health conditions may be addressed 
through implementing communication training and aphasia-specific psychological information. This 
can promote mental health literacy and encourage psychological help-seeking behaviours (Clement et 
al., 2015; Corrigan et al., 2014). Table 6-5 shows the key contrasts derived from the data and 
perspectives of stroke health professionals and people with aphasia. 
  
  
188 
 
Table 6-5 The key contrasts in findings between stroke health professionals and people with 
aphasia 
Perspective of stroke health professionals  Perspective of people with aphasia 
Mood difficulties and depression are not 
always a high stroke rehabilitation priority 
• Family members are not provided with direct 
interventions to address mood difficulties or 
depression; involved in stroke rehabilitation 
as carer role, provider of information. 
• Constraints of time and resources, lack of 
knowledge/skills to address factors such as 
aphasia and mood contributing to 
disengagement 
The onset of stroke and aphasia is a traumatic 
event resulting in mood difficulties and 
depression 
• Concern for well-being of family members 
• Disengagement in stroke rehabilitation and 
social activities 
Concomitant aphasia and depression after 
stroke is a challenging area of rehabilitation 
• Some health professionals report being 
unable to communicate with people with 
aphasia, especially if they are also depressed; 
information about mental health history or 
depression diagnosis are not consistently 
investigated or provided in handover 
People with aphasia are trying to work 
through communication and mood difficulties 
with limited psychological support and 
services in stroke rehabilitation 
• Stroke health professionals sometimes lack a 
full understanding of the history and 
communication needs of the person with 
aphasia in order to effectively address low 
mood and depression 
• People with aphasia are not always supported 
to communicate, be independent or make 
decisions in stroke rehabilitation which 
impacts on mood 
Stroke health professionals are trying to 
bridge the gap between clients’ 
psychological care needs and limited services 
• Psychologists are not always accessible in 
stroke rehabilitation, other health 
professionals try to offer group activities, 
community-based groups, emotional support 
as able 
• Mental health stigma exists and stroke health 
professionals have different ways to try to 
manage this 
Positivity, supported communication and 
access to individually tailored therapy 
through stepped psychological care are 
essential to people with aphasia 
• Improving awareness of psychologists’ role 
and access to services are required 
• Mixed response to uptake of psychology 
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6.5 Integrating the research findings: a panorama of the perspectives 
relating to stepped psychological care 
An integrated model of evidence from this program of research is presented in Figure 6-1. This 
model represents the perspectives of stroke health professionals and people with aphasia regarding 
the implementation of stepped psychological care.  The model depicts the needs of stakeholders to 
overcome the evidence-practice gap in managing mood changes and depression after post-stroke 
aphasia.  
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Figure 6-1 An integrated model of implementing stepped psychological care for mood difficulties and depression after post-stroke aphasia 
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Figure 6-1 represents stroke health professionals (within the oval) who are challenged regarding 
current practice: 1) concomitant aphasia and depression after stroke is a challenging area of stroke 
rehabilitation; 2) mood difficulties and depression are not always a high stroke rehabilitation 
priority; 3) approaches to assessment and treatment are ad hoc; and 4) stroke health professionals 
are trying to bridge the gap between clients’ psychological care needs and limited services. 
Regarding the implementation of stepped psychological care, barriers and facilitators were 
identified relating to: 1) skills, knowledge and attitudes; 2) the physical environment; and 3) the 
support and leadership of the health organisation. The needs of stroke health professionals to 
overcome barriers (within boxed arrows) are: trainings and information provision for all 
stakeholders in psychological and mental health conditions (depression), aphasia, individualised 
communication support and evidence-based interventions to improve mood outcomes; resources 
need to be allocated to stroke rehabilitation (e.g., psychologists, leisure therapists, low and high 
technology communication devices) and physical spaces modified (e.g., modified space for 
counselling and social hubs for activity and interaction); leadership from clinicians and health 
managers to influence change of clinical practice is essential.   
Central to Figure 6-1 is the perspective of people with aphasia (represented within the triangle of 
stepped psychological care with a significant other). The core components of experience of mood 
changes and depression after post-stroke aphasia demonstrated that: 1) the onset of stroke and 
aphasia is a traumatic event; and 2) people with aphasia are trying to work through communication 
and mood difficulties with limited psychological support and services in stroke rehabilitation. The 
preferences for psychological care within a stepped care framework were derived within this 
context and stated in the core construct: 3) positivity, supported communication and access to 
individually tailored therapy through stepped psychological care are essential to people with 
aphasia.  
The figure also highlights the need for future research to also minimise the treatment gaps in 
aphasia and stroke rehabilitation (bold arrows represent closing the evidence-practice gap). Future 
research is needed to identify: effective prevention and therapies for depression after aphasia; 
preferences of significant others and strategies for implementing the levels of stepped psychological 
care.  
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6.6 Implementing changes to practice in stroke rehabilitation 
Screening mood and history of mental health with active mood monitoring of the person with 
aphasia are logical and practical first steps to implementing change into routine care (level 1 of 
stepped care). This can be incorporated into communication screening assessments conducted by 
the speech pathologist or the screening procedure of other health professionals (e.g., allied health, 
nursing or medical practitioners). Importantly, aphasia-specific tools and communication support 
that accommodate the needs of the individual are essential. The process of introducing routine 
mood screening enables the person with aphasia the time and opportunity to report mood problems. 
Routine screening should assist in normalising the feelings that commonly occur post-stroke. The 
report of mood outcomes can be included in written reports, raised in clinical case meetings and 
reported back to the person with aphasia. As per aphasia rehabilitation guidelines, the assessment is 
a dynamic process (Coelho, Ylvisaker, & Turkstra, 2005). It enables the health professionals to use 
research evidence and clinical judgment to tailor interventions. Initial contacts and assessment 
should include psychological information provision and strategies to manage low mood. Follow-up 
to assessment findings is required through referral protocols [(e.g., referral to mental health 
specialist for those who present with possible depression on mood screening (above depression cut-
point score) (Kneebone, 2016)]. The formulation of goals with the individual may prompt a choice 
of appropriate interventions to target prevention and/or treat low mood or depression.  
A complementary process of integrating the research evidence, clinical judgment and the 
preferences of the individual is essential. Active monitoring of mood is a means by which outcomes 
may be improved in a timely manner. For example, the goal may be to improve depression 
outcomes through a combination of anti-depressant medication management, behavioural therapy 
and biographic-narrative therapy (Thomas et al., 2013; Corsten, et al., 2015). Feedback of outcomes 
in mood and communication skills provides a means to opening the conversation about treatment 
progress and expectations of rehabilitation. In addition, exploring a sense of self and identity may 
help the person to adjust to living well after stroke. The shared therapeutic relationship in such 
therapy can also foster the therapeutic alliance that has been identified as important in stroke 
rehabilitation sessions (Tomkins, et al., 2013). For those with severe depression, a choice of 
interventions is required to assess suicide risk and provide more intense and direct one-to-one 
therapies. Ongoing communication support is needed for the person with aphasia to: understand 
anti-depressant medication regimes; report side-effects; and access medical treatment and modified 
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psychological therapies.  For people with aphasia to participate in this routine care, change needs to 
occur at the level of the health professional and the health system. 
Influencing behaviour change of the health professionals’ clinical practice can occur through using 
theoretical frameworks. These frameworks offer strategies, such as identification of barriers to 
change in clinical practice, in order to convert knowledge to action (e.g., Graham, et al., 2006). 
Systematic reviews have found evidence for implementation strategies and conclude that further 
studies of high quality methodology are required to evaluate their effectiveness (Oxman, 1995; 
Grimshaw, Eccles, & Tetroe, 2004; Larocca, et al., 2012). Recently, a comprehensive list of 
implementation strategies (n=73) was reported to include: tailoring changes to address barriers and 
leveraging facilitators; conducting educational meetings about clinical innovation; and mandating 
change in areas of priority (Power, et al., 2015). Various implementation studies within 
neurotypical adult clinical populations (e.g. newly diagnosed depression and cancer patients) have 
shown stepped care to be effective (Brooks, et al., 2007; Braamse, et al., 2012). The implementation 
of stepped psychological care after stroke requires further research to compare effectiveness to 
‘usual care’ and overcome barriers relating to clinical practice and the health system.  
6.7 Clinical implications 
The overarching aim of this program of research was to describe the evidence-practice gap in 
managing mood changes and depression after post-stroke aphasia. Tables 6-6 and 6-7 define 
recommendations relating to the findings for stroke health professionals and people with aphasia.  
These implications can be promoted by researchers and health professionals through publications, 
health information literature, through health settings, local services and support groups and via 
public health promotion mediums such as social media. Table 6-6 details recommendations to: 
address implementation of research evidence; elevate psychological care as a priority; implement 
consistent processes for psychological care; develop training opportunities to improve clinical 
practice and mental health literacy; modify environments; and provide positivity, communication 
support and tailored therapies to address mood outcomes for people with aphasia.  Table 6-7 details 
recommendations for people with aphasia.  These recommendations aim to: inform people with 
aphasia about the potential benefits of participating in the appropriate level of intervention with 
stepped psychological care; involve family members in psychological care; inform and provide 
therapies that may be effective in reducing depressive symptoms; and to inform of ways to access 
psychology services and that depression is common.    
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Table 6-6 Recommendations for stroke health professionals 
Research finding Recommendation 
Research evidence exists for 
interventions that can enhance 
mood for people with aphasia 
• Include aphasia-specific mood assessment in routine care to identify problems (e.g., Stroke Aphasic 
Depression Questionnaire) 
• Ask every person with aphasia about mental health history and previous coping strategies and follow-up on 
this information to inform interventions 
• Provide aphasia-friendly psychological care information  
• Draw on interests and strengths of person with aphasia when selecting interventions to target depression 
outcomes (e.g., communication and psychological type therapies; aphasia group support) 
• Use communication support in diagnostic clinical interviews and therapies 
Current practice is challenging 
and demonstrates that mood is 
not always a high stroke 
rehabilitation priority 
• Seek support from clinical leaders and peers due to the challenging nature of the work 
• Elevate the priority of mood through routine assessment, clear written documentation and verbal handover 
in case meetings 
• Create professional development opportunities through co-working with colleagues, attending training and 
education forums, collaborating with researchers  
Approaches are ad hoc • Formalise clinical practice as much as possible through implementing psychological care within a stepped 
care framework 
• Align clinical practice with the World Health Organisation International Classification of Functioning, 
Disability and Health to include activity and life participation goals, not just a focus on impairment 
• Allocate roles and responsibilities across the stroke multidisciplinary team 
• Share the responsibility of psychological care, rather than overly-rely on particular team members 
Lack of knowledge, skills and 
negative attitudes  
• Complete training and education to:   
a) manage mental health illness after stroke (e.g., for depression but also other common conditions such as 
anxiety and post-traumatic stress); and 
b) to understand aphasia and provide communication support in clinical practice 
• Advocate for people with aphasia to highlight the value of communication and psychological functioning 
to live well after post-stroke aphasia (Grohn, et al., 2014; Brown, et al., 2012)  
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Table 6-6 Continued 
Research finding Recommendation 
Lack of appropriate physical 
space for counselling, privacy 
or social interaction to 
address mood difficulties and 
depression 
• Create and modify physical spaces as much as possible to facilitate: 
a) privacy and quiet time for counselling or therapies to address mood difficulties and depression 
b) social interaction through shared group activities, meal times 
• Personalise surroundings with familiar objects (e.g., photos, goals for stroke rehabilitation) 
Positivity is essential to 
people with aphasia 
• Provide positivity regarding goal setting and achievement 
• Provide positivity and hope regarding prognosis relating to functional outcomes  
• Provide positivity through warm and encouraging interactions 
Communication support is 
essential to people with 
aphasia 
• Accommodate to the individual’s communication needs through use of appropriate strategies (e.g., face to 
face, eye contact, write key words, use short and simple speech, extra time and opportunities for 
communication) 
• Include individuals in discussions 
Choice of tailored therapy is 
essential to people with 
aphasia 
• Encourage participation in meaningful and enjoyable therapies to improve depression outcomes for people 
with aphasia 
• If indicated, ensure communication access to information about anti-depressant medication and potential 
side-effects for people with aphasia 
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Table 6-7 Recommendations for people with aphasia  
Research finding Recommendation 
 
A stepped care 
framework offers 
potential to have mood 
problems identified and 
addressed  
• Tell your stroke health professional, including medical practitioner about mental health history and current 
psychological problems 
• Request information about how you can manage your psychological well-being and mental health after stroke 
and aphasia 
• Ask for communication support to help manage psychological problems such as depression 
Family members can be 
involved in stepped 
psychological care 
• Ask for help if you are concerned about the psychological well-being of your significant others 
• You can use therapy to train in providing emotional support to your significant others 
• Significant others can advocate for help from the stroke team and medical practitioner if you/they are feeling 
depressed 
Therapies exist that have 
shown that mood can be 
enhanced or depressive 
symptoms reduced 
• Ask which rehabilitation interventions are available to help reduce depressive symptoms 
• Tell stroke health professionals to help you make your own goals and to track progress 
• Tell stroke health professionals what is meaningful and enjoyable in order to tailor therapy to your needs 
• Consider and let others know what helps (e.g., keeping positive; coping strategies) 
Depression is common  • Prevention of depression is important, ask your health professionals and medical practitioner how you can 
possibly avoid it (e.g., be supported by health professionals, significant others, keep active to live well with 
aphasia) 
• Ask health professionals and medical practitioner how you can manage your psychological well-being and 
mental health in the longer-term 
Psychological and 
mental health support is 
available 
• Ask for advice and support from others, for example, your medical practitioner and other stroke health 
professionals.  ‘Lay people’ such as your family members; friends; stroke and aphasia peers can also help with 
emotional and psychological support.  Other sources of support include: community aphasia groups; 
government and non-profit organisations in stroke, aphasia and mental health services; employment specialists; 
leisure therapists; and volunteers with aphasia. 
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6.8 Policy implications of stepped psychological care after stroke 
Activities can be conducted to explore the policy implications across the care continuum. Policy 
makers can be encouraged to initiate these activities and change through being informed about the 
negative impact of aphasia and depression on individuals and families and the benefits of 
addressing communication mental health needs.  These activities align with the evidence of policy 
implications for the prevention of mental health illness in the neurotypical population (Furber, et al., 
2015). This involves consultation with key stakeholders involved in implementing stepped 
psychological care after stroke and aphasia. The areas of policy described in Table 6-8 relate to the 
research findings presented in this thesis. Specifically, the needs of stroke health professionals, 
people with aphasia and researchers regarding training, leadership, resources, physical spaces and 
future research.  Key recommendations include:  allocation of funding and resources to evaluate the 
effectiveness of stepped psychological care to usual care; measuring the societal costs and benefits 
of therapy; assessing the availability of professionals to deliver the interventions; mixed methods 
research to identify local barriers and gaps; and consideration of different modes of delivery such as 
telehealth.
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Table 6-8 Areas of policy and recommendations  
Policy area  Recommendation 
Impact of implementing stepped 
psychological care framework on incidence 
and prevalence of depression after post-stroke 
aphasia 
• Allocate funding for research to investigate the effectiveness of the framework compared 
to usual care. Allocate funding to update research of prevalence and risk factors of mental 
health conditions after post-stroke aphasia.  
Potential cost-benefits of implementing the 
framework 
• Allocate resources to compare the societal costs of depression after stroke and aphasia 
with benefits of reducing rates of illness in this population. Evaluate the benefits of 
modified therapies and physical spaces to enhance mood and communication. 
Availability of professionals to deliver 
interventions within the framework 
• Estimate the current and potential health workforce in local areas. 
Exploration of the evidence-practice gaps 
across the continuum of care in local contexts 
• Use mixed methodologies to describe the gaps, barriers and facilitators in defined local 
health network. 
Identify resources required and allocation 
across the continuum of care 
• Explore professionals and non-professionals (e.g., lay people, volunteers) who can be 
involved in the framework. Consider different modes of service delivery within the 
framework (e.g., telehealth; group-based; phone) and costs. 
Consideration of training implications • Consider additional skill sets that are required (e.g., competency in communication 
partner support after aphasia; protocol for suicide risk assessment). Evaluate costs and 
enable training in priority areas. 
Strategies to translate framework to local 
context 
• Support clinical leadership and drive implementation of framework to practice through 
use of theoretical frameworks and strategy (e.g., knowledge to action models).  
Describe other additional benefits/effects of 
implementing the framework  
• Quantify and describe improvements to well-being (e.g., return to work/study; physical 
health); communicatively accessible environments; improved physical spaces for 
enhancing mood. 
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6.9 Limitations to the research and future directions 
As discussed, this program of research identified a number of themes relating to the translation of 
stepped psychological care after post-stroke aphasia. These findings inform clinical practice, policy 
development and a future research agenda. This inquiry clearly identified an evidence-practice gap 
in managing mood difficulties and depression after post-stroke aphasia. It also discussed the 
research gaps. Perhaps most notable, is the current lack of evidence for modified psychological 
therapies for people with aphasia. Cognitive-behavioural therapy has been shown to be effective 
after stroke, however research is required to overcome methodological limitations in current studies 
(Wiener, et al., 2017; Wang, et al., 2018). Cognitive behavioural therapy may not be appropriate for 
people with aphasia due to cognitive-linguistic impairment. Modified psychological therapies with 
a focus on communication support, goal-directed activities and social relationship need further 
research (e.g., behavioural therapy; motivational interviewing; aphasia group therapy). This inquiry 
investigated perspectives of stroke health professionals and people with aphasia. Future research 
may focus on understanding the preferences of significant others regarding needs for psychological 
care within a stepped care framework.  
A key finding from study 2 was the lack of skills and knowledge reported by stroke health 
professionals in understanding aphasia, mental health and managing depression in the context of 
communication disability. Future research can aim to develop resources and training for health 
professionals in assessing mood, providing interventions and counselling after post-stroke aphasia. 
Regarding modification of physical space, future research may focus on multidisciplinary 
collaborations in evaluating the impact of environmental and social enrichment in hospitals and 
communities on depression outcomes. Implementation strategies may target health leaders (e.g., 
employment of a knowledge broker or clinical champion) to change the management of depression 
after post-stroke aphasia. A limitation of the research was a lack of representation from professions 
such as general practitioners, psychiatrists, dietitians and pharmacists.  
Interestingly, in study 3, people with aphasia identified the importance of positivity in progress 
towards stroke rehabilitation goals and interactions with health professionals and others. Future 
research may investigate how stroke health professionals are addressing this in practice and include 
aspects of positive psychology in training modules for health professionals and interventions for 
people with aphasia. Explicit training for people with aphasia in providing emotional support to 
family members is also warranted. This inquiry also informs the need to address other common 
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psychological conditions through stepped care. People with aphasia commonly described trauma, 
stress and anxiety. Information about these psychological conditions is available and requires 
specific assessment and intervention (Lincoln et al., 2012; Kneebone, 2016).  It was difficult to 
recruit participants with severe depression due to their tendency to decline participation in stroke 
rehabilitation. Strategies to overcome this difficulty in recruitment may include using observational 
study design, providing options for written feedback or surveys and gaining perspectives from the 
person’s significant other by way of proxy report. 
6.10 Conclusion 
This thesis describes a significant evidence-practice gap in the provision of psychological care after 
post-stroke aphasia. This is a major concern for people with aphasia and their significant others who 
are at risk of serious psychological consequences and depression over time after stroke. There is an 
opportunity to implement the best research evidence into practice through the framework of stepped 
psychological care. Translating this framework to aphasia rehabilitation has the potential to 
overcome resource shortages by enabling a range of stroke health professionals to provide 
management, particularly at the low intensity levels. Stepped psychological care provides benefits 
in actively monitoring mood and providing responsive treatment via triage ‘up and down’ levels of 
care. At the low intensity level there is potential for other staff and lay people to provide 
psychological support in hospital and community settings (e.g., stroke and aphasia peers, 
volunteers, family members). More research is required to investigate the effectiveness of this 
framework as a whole, and the aphasia-specific interventions that directly target depression 
outcomes. There is an urgent and growing need to bridge the evidence-practice gap in order to 
effectively prevent and treat depression after stroke and aphasia. This requires sustained, 
collaborative efforts from all stakeholders. Collaboration forms an important step towards taking 
action to improve the psychological and mental health outcomes after post-stroke aphasia. It is 
hoped the research findings of this thesis will serve as a guide to improve outcomes for people 
living with aphasia, and as reflected by one participant, provide a way forward to “get back into 
life.”  
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Appendix B-1 COnsolidated criteria for REporting Qualitative research 
(COREQ) 32 item checklist adapted from Tong, Sainsbury & Craig (2007) 
for study 2 
No. item Guided question/description Reported 
Domain1: Research team and reflexivity  
Personal Characteristic   
1.  Interviewer/facilitator Which author/s conducted the interview or focus 
group? 
C Baker 
2.  Credentials What were the interviewer’s credentials? E.g., PhD 
MD 
PhD student 
3.  Occupation What was their occupation at the time of the study? Speech Path(SP). 
4.  Gender Was the researcher female or male? Female 
5.  Experience and training What experience or training did the researcher have? 16 years SP; qualitative 
research training 
Relationship with participants   
6.  Relationship established? Was a relationship established prior to study 
commencement? 
rapport 
7.  Participant knowledge of the  
     interviewer? 
What did the participants know about the researcher? 
E.g., personal goals, reasons for doing the research 
Speech Path, PhD 
8.  Interviewer characteristics? What characteristics were reported about the 
interviewer/facilitator? E.g., bias, assumptions, reasons 
and interests in the research topic  
Bias, interests 
Domain 2: Study design   
Theoretical framework   
9. Methodological orientation 
and Theory 
What methodological orientation was stated to 
underpin the study? E.g., grounded theory, discourse 
analysis, ethnology, phenomenology, content analysis 
Interpretive Description 
(Thorne, 2016) 
Participant selection   
10.  Sampling How were the participants selected? E.g., purposive, 
convenience, consecutive, snowball 
Purposive, max 
variation 
11.  Method approach How were participants approached?  E.g., face-to-face, 
telephone, mail, email 
Face-to-face/email 
12.  Sample size How many participants were in the study? 39 across 5 focus 
groups, not a pre-
determined number but 
enabled data saturation. 
13.  Non-participation How many people refused to participate or dropped 
out? Reasons? 
21 declined – 
teaching/other, nil 
dropouts 
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Appendix B-1 Continued   
Participant selection   
No. item Guided question/description Reported 
14.  Setting of data 
collection 
Where was the data collected? E.g., home, clinic, 
workplace 
Hospital and 
community meeting 
rooms 
15.  Presence of non-  
       participants 
Was anyone else present besides the participants and 
researchers? 
No 
16.  Description of sample   
Data collection   
17.  Interview guide Were questions, prompts, guides provided by the authors? 
Was it pilot tested? 
Yes and pilot tested. 
Conversational tone to 
encourage free speech 
and interaction   
18.  Repeat interviews Were repeat interviews carried out? If yes, how many? No 
19.  Audio/visual recording Did the researcher use audio or visual recording to collect 
the data? 
Audio 
20.  Field notes Were field notes taken during and/or after the interviews 
or focus groups? 
Yes, during and after. 
A research assistant 
provided tech support 
and field notes – for all 
subsequent focus grps 
facilitator (CB) was 
able to complete all 
field tasks 
independently. 
 
21.  Duration What was the duration of the interviews or focus groups? Averaged 68 mins 
22.  Data saturation Was data saturation discussed? Yes data saturation 
achieved through 
measures such as max 
variation of sample and 
using a topic guide 
(Guest, Bunce, & 
Johnson, 2006)  
23.  Transcripts returned Were transcripts returned to participants for comment 
and/or correction? 
No, confirmation of 
emerging themes sought 
Domain 3:  Analysis and findings  
Data analysis   
24.  Number of data coders How many data coders coded the data? 2 for 20% 
25.  Description of the 
coding  
       tree 
Did authors provide a description of the coding tree? Yes see Appendix B-4  
26.  Derivation of themes Were themes identified in advance or derived from the 
data? 
Derived from data 
27.  Software What software, if applicable, was used to manage the data?  NVivo 
28.  Participant checking Did participants provide feedback on the findings? Yes, 5 participants only 
via email 
Reporting   
29.  Quotations presented Were participant quotations presented to illustrate the 
themes/findings? Was each quotation identified? E.g., 
participant number 
Yes, identified with 
participant code 
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Appendix B-1 Continued   
Reporting   
No. item Guided question/description Reported 
30.  Data and findings  
       consistent 
Was there consistency between data presented and the 
findings? 
Yes 
31.  Clarity of major themes Were major themes clearly presented in the findings? Yes 
32.  Clarity of minor themes Is there a description of diverse cases or discussion of 
minor themes? 
Yes 
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Appendix B-2 Topic guide for stroke health professionals addressing 
current practice (Part one) 
 
Topic guide Prompts as required Approximate duration 
 
Introduction to topic area. Think of the 
people with aphasia you have worked with 
in the past or currently.  Provide case 
example of “Pam” a woman with chronic 
aphasia and depression who transitioned 
through continuum of care, participating in 
acute and rehab services and ongoing 
community multidisciplinary services. 
Provide overview of focus group structure.  
Provide guidelines of discussion (e.g., 
encourage all responses - no right or 
wrong answers) 
  
5 mins 
 Part One  30 mins 
How do you manage mood, in particular 
depression for people with aphasia after 
stroke? 
As an individual in your clinical 
practice; as a team in 
multidisciplinary practice. 
How do you identify/assess 
mood problems and 
depression? 
What intervention is provided? 
 
Tell me about how you manage mood 
problems, in particular depression for the 
family member/s of the person with 
aphasia? 
Identify signs, strategies, 
intervention 
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Appendix B-3 Content of presentation slides used to describe stepped psychological care to stroke 
health professional participants 
Slide 
number 
Heading Written information 
1 Stepped psychological care Focus group information 
2 What is stepped 
psychological care? 
Hierarchical health model 
For hospital and community settings 
Actively manage psychological problems including depression by multidisciplinary teams 
Adapted for stroke and aphasia (contents of Table 1-1 and Figure 4-1 provided) 
3 What are the steps in stroke 
care? 
 Level 1 ‘Sub-threshold problems’ in mood (appropriate for all patients after stroke):   
      routine assessment, psychological information provision, support, problem solving, goal setting, motivational interviewing, leisure 
therapy 
 Level 2 Mild to moderate mood impairment: behavioural activation, cognitive behavioural therapy (CBT), problem solving, goal 
setting, relaxation training, anti-depressant medication 
4 Steps in stroke care 
(continued) 
 Level 3 Severe and persistent mood impairment:  CBT, anti-depressant therapy, specialist mental health team, one-to-one therapy 
approach, clinical psychology and if cognition impaired neuropsychology 
 Level 4 Challenging behaviours: e.g., aggression, disinhibition, specialist services, medication management 
5 Level 1 for post-stroke 
aphasia 
 Level 1 Routine assessment - use tool adapted for aphasia e.g., Stroke Aphasic Depression Questionnaire (SAD-Q); clinical 
interview with supported communication 
 Initial management including psychological information provision and support (including aphasia groups) 
 Therapies to consider: biographic-narrative, communication partner training, music (e.g., group singing), group support for 
significant other, goal setting; self-management workbook;  
 ASK Action Success Knowledge – a brief psychosocial intervention 
6 Level 2 for post-stroke 
aphasia 
 Level 2 Mild to moderate depression 
 Therapies to consider: behavioural therapy, psychological support and problem solving for family member/friend; (anti-depressant 
medication therapy). 
7 Levels 3 & 4 for post-
stroke aphasia  
 Level 3 & 4 Specialist mental health services, anti-depressant therapy, one-to-one therapy approach, clinical psychology and if 
cognition impaired neuropsychology 
 Evidence needed for rehab interventions at all levels but particularly levels 3 and 4 (people with aphasia and moderate to 
severe depression or challenging behaviours) 
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8 Resources  Baker, C., Worrall, L., Rose, M., Hudson, K., Ryan, B. & O’Byrne, L.   A systematic review of rehabilitation interventions to 
prevent and treat depression after stroke in people living with aphasia.  Disability and Rehabilitation 2016 [submitted]. 
 Cobley, C., Thomas, S., Lincoln, N., & Walker, M. (2012). The assessment of low mood in stroke patients with aphasia: reliability 
and validity of the 10-item Hospital version of the Stroke Aphasic Depression Questionnaire (SADQH-10). Clinical Rehabilitation, 
26(4), 372-381. 
 Kneebone, II, Stepped psychological care after stroke.  Disability and Rehabilitation 2015 [in press].  
 National Health Service Improvement. Psychological care after stroke: Improving stroke services for people with cognitive and 
mood disorders. U.K:National Health Service Improvement; 2011 [cited 2016 June 18]; Available from: http://www.slideshare.net                                                       
 Thomas, S., Walker, M., Macniven, J., Haworth, H. & Lincoln, N. (2013).  Communication and Low Mood (CALM): a randomized 
controlled trial of behavioural therapy for stroke patients with aphasia.  Clinical Rehabilitation, 27(5), 398-408.  
 Worrall, L, Ryan, B., Hudson, K, Kneebone, I, Simmons-Mackie, N, Khan, A, Hoffmann, T, Power, E, Togher, L, Rose, M.  
Reducing the psychosocial impact of aphasia on mood and quality of life in people with aphasia and the impact of caregiving in 
family members through the Aphasia Action Success Knowledge (Aphasia ASK) program: study protocol for a randomized 
controlled trial Trials 2016; 17:153. 
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Appendix B-4 Example of interpretive description analysis for study 2 
focus groups with stroke health professionals 
 
 
 
 
Participant quote Open code Axial code – 
similarities/ 
differences 
Concept/Theme Interpretive 
statement 
“…lots of patients are in 
double or 4 bed 
bedroom…it’s not very 
private 
 
 
 
Lack of privacy to 
express feelings 
 
 
 
Physical 
structures/space 
not conducive to 
supporting mood 
 
 
 
 
 
Use of physical 
space to manage 
aphasia and low 
mood 
 
 
 
 
 
The physical 
environment 
impacts on 
managing 
depression and 
communication 
disability people 
with aphasia 
through a stepped 
psychological care 
approach 
“our physical environment 
is completely a 
constraint”…”traumatising  
for some.” 
Physical 
environment 
impacts on 
psychological 
health 
“bring in things [from home 
to hospital] that they like to 
do…like 
reading…music…just to 
make it a little more 
comfortable.” 
Familiar objects to 
enhance mood 
 
 
Optimising 
environment to 
enhance mood and 
communication 
access 
“the communication boards 
and those ipads are very 
valuable for everyone to 
use.” 
Enhancing 
communication 
access 
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Appendix B-5 Example of extracts from research journal following focus 
group with stroke health professionals in hospital and community 
teams 
Acute hospital (rural/regional context): 
“Overall, the group ran smoothly with agreement on most topics/points of discussion. There was 
most agreement on the generated list of barriers to implementing stepped psychological care. A 
potential solution was provided by the clinical psychologist, who reported having more of a 
presence on the ward and in meetings could be helpful (no clinical psychologist on the ward – 
reviews on request only for severe/urgent cases).  
Interesting points for me were: passion and interest in this clinical area, and feeling of “could do 
more” but barriers seem significant; aphasia talked about as an “add on” of complexity/specialty; 
“fear” and “reluctance” around aphasia; speech pathologists “can’t get to communication let alone 
mood” and dysphagia prioritised; glimmer of change with ‘manageable’ presence of clinical 
psychologist at case conference was suggested; training needs – even just ‘what is aphasia?’ for 
staff; environment constraints – no privacy or therapy space/rooms; recognition of need for more 
family member involvement. 
Upon further playback of audio – mood appears to not be a priority/no time/’sheer workload’/nurse 
referred a lot to policies and guidelines, speech pathologist reported that mood screening ‘…can be 
done…’ (but I wonder about actual practice – observational research of clinical work would 
increase understanding of this).” 
Rehabilitation hospital (rural/regional context): 
 “A new graduate speech pathologist faces challenging emotions/tearful sessions from one person 
with aphasia currently – runs joint sessions with social work.  Person with aphasia is younger, 
doesn’t want to engage with older people on the ward and refuses to interact currently with young 
peers (i.e., visitors/friends). Speech pathologist had difficulty expanding further on her own 
personal experience of trying to support this person. But her sharing this story demonstrated that 
she is willing to try to support patient with consultative support from psychologist (person with 
aphasia refusing psychology service) and social work joint therapy.” 
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Appendix B-5 Continued 
Community stroke team (metropolitan context): 
“The participants were all fully engaged in the discussion for a bit over an hour.  To me, their 
insights reflected a full appreciation of how mood can impact on the client, family and themselves 
as clinicians.  They are the health professionals who are assisting with transition back into the 
community and engagement in daily life after post-stroke aphasia. 
Uniquely (compared to hospital-based focus groups), they raised the need for supporting each other 
in the emotionally challenging context of work – working with people with complex situations after 
post-stroke aphasia.  Often this arises on an ‘as need’ basis and informally within or across 
disciplines.   The social worker shared how difficult it was to support a young client with a new 
baby…”  
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Appendix C-1 Topic guides for people with aphasia 
Topic guide interview 1 
 
 
 
Introduce area of interest – mood in post-stroke aphasia rehabilitation. Aim to build a picture of your 
experience and care received. E.g., “some people’s mood can change after having a stroke and aphasia.  
Some are depressed. Some are happy, some are ok, some feel lonely. Some have no motivation. I’d like 
to hear about how you have felt over time.” Show communication tools that may be used to support the 
interview e.g., own communication resources, pictures of feelings/places 
 Tell me  about  your  family  members  and  friends  (use the social network circles) 
Tell  me  about  your  stroke and aphasia  and  how  you  have  been  feeling  in  mood? 
 
Prompts: feelings/mood at different phases (acute, rehab, community); which feelings/mood; change in 
feelings over time.  Depression or not?   
What  helped  you  feel  better in mood  then ?  And now ? 
 
Prompts: helped at different phases (acute, rehab, community); Are there people or things in hospital/at 
home that help?  Do you or others do something to help?  Pets? Things you enjoy?  Professional 
help/services? E.g., psychologist/SP/SW/OT/PT 
 
What  didn’t  help  you in mood then ? And now ?  
 
Prompts:  Are there people or things in hospital/at home that don’t help?  Are there things others or 
yourself do that don’t help?  Professional help/services e.g., psych/SP/OT/SW/PT   
Show and present the information sheet about stepped psychological care and leave the handout with the 
person 
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Topic guide interview 2 
 
What  do  you  think  about  stepped  psychological  care ?  
Show the information sheet again and use this as a communication tool also. 
Prompts: assessment, level 1, level 2, level 3, level 4; professional help e.g., psychologist, medical 
practitioner, social worker; informal supports e.g., family, spouse, community groups 
 
What  do  you  think  about  Level 1  
- Assessment  of  how  you  feel /  mood ?   
- Therapies  and  support  that  may   enhance  mood ?   
 
 
Prompt about level 1 – ongoing assessment/monitoring, psychological information, individual and group 
support, communication therapies, goal setting 
 
What  do  you  think  about  therapy  at  level  2  ?  
 
Prompt: e.g.,  if  you  have  mild  problems  increasing  enjoyable  activities , problem  solving  and  
psychosocial  support, psychologist to help, including your family member/friend   
 
What  do  you  think  about  therapy  at  levels 3 & 4  ?   
 
e.g., if  you  have  mod to severe  problems  (possibly change in behaviour such as more agitated, 
irritable) more one to one therapy approaches with specialist mental health staff such as doctors, 
psychologists 
Appendix C-1 Continued 
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Appendix C-2 Aphasia-friendly information about stepped psychological 
care 
 
Mood  after  stroke  and  aphasia   
 
How  you  feel  in  mood  after  stroke  and  aphasia  can  change. Some  people:  
 
are  depressed    
 
are happy 
 
 
 
 
 
 
are  just OK 
 
are  lonely  or  feel  left  out 
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Appendix C-2 Continued 
 
still  have  confidence 
 
have  no  motivation 
 
 
 
 
 
What  is  stepped  psychological  care? 
 
A  health  model  with  4  levels. 
 
Delivered  by  stroke  health 
professionals. 
 
 
 
To  help  with  mood  and  feelings. 
Level  1  some changes in mood 
Level  2  mild  problems 
Level 3  moderate problems 
Level 4 severe problems + 
behaviour changes too 
  
4
3
2
1
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Appendix C-2 Continued 
 
Level  1 
 
Level  2 
  
 
You have  an  assessment  of  feelings. 
 
-  Information and support  from   
stroke  health  professionals  for: 
-  you and your family 
-  goal setting 
-  communication therapy 
 
-  group  therapies and support   
-  self-management  workbook 
 
More goal setting  
 
-  a  psychologist can help 
-  increase enjoyable  activities 
-  psychosocial support 
-  family  support   
-  training  in  problem solving 
- Your  doctor may prescribe anti-
depressant medication 
 
 
 
1
2
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Appendix C-2 Continued 
Level  3 and Level  4 
 
-  one  to  one therapy                                  
- Your  doctor may prescribe anti-depressant medication 
 
More regular help from a psychologist, mental  health  and /or  behaviour 
specialists 
 
3 4
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Appendix C-3 COnsolidated criteria for REporting Qualitative research 
(COREQ) 32 item checklist adapted from Tong, Sainsbury & Craig (2007) 
for study 3 
No. item Guided question/description Reported 
Domain1: Research team and reflexivity 
Personal characteristic   
1.  Interviewer/facilitator Which author/s conducted the interview or focus 
group? 
C Baker 
2.  Credentials What were the interviewer’s credentials? E.g PhD 
MD 
PhD student 
3.  Occupation What was their occupation at the time of the study? Speech Path 
4.  Gender Was the researcher female or male? Female 
5.  Experience and training What experience or training did the researcher have? 16 years and 
qualitative research 
training 
Relationship with participants   
6.  Relationship established? Was a relationship established prior to study 
commencement? 
Rapport 
7.  Participant knowledge of the  
     interviewer? 
What did the participants know about the researcher? 
E.g., personal goals, reasons for doing the research 
Speech Path, PhD 
8.  Interviewer characteristics? What characteristics were reported about the 
interviewer/facilitator? E.g., bias, assumptions, 
reasons and interests in the research topic  
Bias, interests 
Domain 2: Study design   
Theoretical framework   
9.  Methodological orientation and   
     Theory 
What methodological orientation was stated to 
underpin the study? E.g., grounded theory, discourse 
analysis, ethnology, phenomenology, content analysis 
Interpretive 
Description 
Participant selection   
10.  Sampling How were the participants selected? E.g., purposive, 
convenience, consecutive, snowball 
Purposive, max 
variation 
11.  Method approach How were participants approached?  E.g., face-to-
face, telephone, mail, email 
Telephone, 
Email, 
Face-to-face 
12.  Sample size How many participants were in the study? 10 
13.  Non-participation How many people refused to participate or dropped 
out? Reasons? 
2 – no interest 
14.  Setting of data collection Where was the data collected? E.g., home, clinic, 
workplace 
Hospital room or 
home 
15.  Presence of non-participants Was anyone else present besides the participants and 
researchers? 
Spouse for 2/20 
interviews 
16.  Description of sample   
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Appendix C-3 Continued   
No. item Guided question/description Reported 
Data collection   
17.  Interview guide Were questions, prompts, guides provided by the 
authors? Was it pilot tested? 
Yes, pilot tested 
18.  Repeat interviews Were repeat interviews carried out? If yes, how 
many? 
Yes, 2 per participant 
19.  Audio/visual recording Did the researcher use audio or visual recording to 
collect the data? 
Audio and visual 
20.  Field notes Were field notes taken during and/or after the 
interviews or focus groups? 
Yes, during and after 
21.  Duration What was the duration of the interviews or focus 
groups? 
Average 40-45 mins 
22.  Data saturation Was data saturation discussed? Yes 
23.  Transcripts returned Were transcripts returned to participants for comment 
and/or correction? 
No, confirmation 
during and after 
interviews  
Domain 3:  Analysis and findings   
Data analysis   
24.  Number of data coders How many data coders coded the data? 2 for 25% 
25.  Description of the coding tree Did authors provide a description of the coding tree? Yes 
26.  Derivation of themes Were themes identified in advance or derived from the data? Derived 
from data 
27.  Software What software, if applicable, was used to manage the data?  NVivo 
28.  Participant checking Did participants provide feedback on the findings? Confirmation 
during and 
after 
interviews 
Reporting   
29.  Quotations presented Were participant quotations presented to illustrate the 
themes/findings? Was each quotation identified? E.g., 
participant number 
Yes 
30.  Data and findings consistent Was there consistency between data presented and the 
findings? 
Yes 
31.  Clarity of major themes Were major themes clearly presented in the findings? Yes 
32.  Clarity of minor themes Is there a description of diverse cases or discussion of minor 
themes? 
Yes 
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Appendix C-4 Example of interpretive description analysis for study 3 interviews with people with aphasia 
 
Participant quote Open code Axial code  - 
similarities/differences 
Concept/Theme Interpretive statement 
“new sort of a scary sort of 
place.” 
 
 
Scared due to loss of 
communication and other 
deficits 
 
 
Personal trauma 
 
 
 
 
 
Trauma at onset for those 
living with aphasia contributes 
to mood problems and 
depression 
 
 
 
 
 
The onset of stroke and 
aphasia is a traumatic event 
resulting in mood difficulties 
and depression 
“your’re feeling damaged…you 
feel really vulnerable.” 
Sense of helplessness and 
disempowered 
“it took some time to regain her 
full trust (unsettled/fearful young 
child on father’s return home 
from hospital)” 
Time to support frightened 
young family members  
 
 
 
Recognised/observed trauma 
experienced by significant other “we might look at some couples 
counselling.” (in context of both 
experiencing difficulty in mood 
changes)  
Consideration of professional 
support together 
“my family is definitely 
traumatised what happened.” 
Acknowledged trauma for 
significant others 
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Appendix C-5 Example of extracts from research journal following 
interviews with people with aphasia  
* pseudonyms used for participants  
Example 1 
 “* Robert became very upset and cried talking about his dear friend from rehab who was 
discharged home this morning. He wept as he recalled he had been ‘a solid man’ who supported 
him through therapy, he had encouraged him along, to keep going. As I provided space for Robert 
to express how he was feeling, I wondered if anyone on the ward knew the impact of this loss on 
Robert. How could anyone else know he was feeling this way if there wasn’t the opportunity, time 
and space to enable him to communicate his feelings, ‘be heard’ and have his feelings 
acknowledged. I felt empathy for Robert – he is someone who would benefit from having time and 
space to ‘vent’ or talk through feelings and situations. But I know that such opportunities can be 
infrequent or even impossible on the rehab ward. I felt the weight of being aware of how he felt 
about his friend being discharged – I immediately felt the urgency to let the rehab team know, or at 
least his speech pathologist, so that he could be supported and monitored for his emotional state – 
especially today, the day his friend was discharged. 
Robert was able to re-settle back into participating in the interview. I sensed that Robert came 
through ‘the other side’ of his tears and upset with a visible change in his facial expression, he 
seemed like he had got something ‘off his chest’ so to speak, a visible change in his demenour by 
being able to express and feel his upset. At times he smiled and laughed about the people on the 
ward and talked of his ability to play the piano again (even if not to previous standard). He told me 
about the other patients enjoying his playing and encouraging him to play – particularly the 
‘darlings’ on the ward.”     
Example 2 
“*Mark described his depression in rehabilitation but the worsening of this ‘cloud’ and ‘darkness’ 
occurred once he arrived home. ‘Leave me alone’ he would say repeatedly. He described feeling as 
though he needed to work through things for himself, alone. 
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Appendix C-5 Continued 
It seemed as though Mark wasn’t able to begin to ‘rehabilitate’ until he got home. He doesn’t 
remember much of his time in the acute hospital. He also described being confused in the rehab 
hospital, unsure of the reason for therapy and a lack of motivation. The fact he lives in the 
countryside and is unable to drive has resulted in a loss of independence and isolation. Much of his 
time is spent at home.   
On a positive note, he has discovered art and the aphasia choir. His face ‘lights up’ as he describes 
the enjoyment and laughter experienced in these activities. Mark proudly showed me his art work 
which are full of movement, colour and life with a central character he has created. The walls of his 
studio at home are covered in comical scenes of the character’s escapades. Mark’s grandchildren 
have also joined him to draw and have hung their art alongside his.     
Regarding stepped care, Mark thought that having someone to give you ‘a push’ would help. 
Someone to help suggest things and encourage you. He often felt excluded from interactions with 
health professionals in the hospital – it was all very clinical rather than social. Mark reported that a 
less sombre, serious approach would be useful to helping include people with aphasia. He felt he 
was talked over the top of and not included in discussions. He recalled a doctor talking to his wife 
and not offering much hope for his recovery. He recalled that a pastoral care person visited but that 
wasn’t for him. He doesn’t recall having a psychologist see him. The general practitioner didn’t 
refer him to psychology either. Mark looked forward to speech therapy sessions but feelings 
weren’t explored there, mainly work on speech sounds and talking. He would have liked more one 
to one sessions to help with depression, even suggesting that more time for communication would 
be helpful. Also, other activities like going for a coffee to the café. 
There was also the sense of wanting to return to normality, do ‘normal’ things again. A structure to 
his day at home helped, with writing a diary of small jobs completed in order to keep him on track 
with completing tasks and not being distracted by other things.” 
Example 3 
“* Angela described having the stroke and aphasia as terrifying. She was in a state of confusion and 
very down and low when she realised she’d had a stroke and arrived to rehab at Easter time. There 
was no therapy staff and there was nothing to do. Angela gradually improved in her  
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Appendix C-5 Continued 
communication. She took interest in her peers on the ward who were participating in stroke 
rehabilitation. Angela drew strength and support from those peer interactions. She not only received 
support but she provided it, in an encouraging and positive way, to others in social interactions on 
the ward and group therapy sessions. For example, a peer had previously enjoyed Mediterranean 
style cooking prior to her stroke. So, Angela encouraged her to get back to doing this in the group 
meal preparation sessions.” 
 
 
